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ABSTRACT
INFORMATIONAL NEEDS OF COLLEGE STUDENT CLIENTS
FEBRUARY 1992
DENISE A. GREEN, B.A., UNIVERSITY OF MICHIGAN
M.Ed., UNIVERSITY OF MASSACHUSETTS
Ph.D., UNIVERSITY OF MASSACHUSETTS
Directed by: Professor Maria Brassard
The purpose of this study was to investigate the
informational needs of incoming clients at college
counseling centers. Two primary questions were asked:
first, what areas of information do students identify as
important in deciding whether or not to enter counseling;
and second, what knowledge from other sources do students
bring to this process.
Subjects were 297 student clients at three college
counseling centers. An optional questionnaire was
administered at intake which asked students to rate the
importance of nine areas of information about counseling.
The questionnaire also examined the student's expectations
about the duration of counseling and knowledge about
confidentiality policy and the benefits and risks of
counseling. Content areas addressed in the questionnaire
were drawn from the literature on informed consent and
client informational materials.
Results suggest that, overall, students are interested
vi
in a wide range of information about counseling and that
knowledge they bring with them is often incomplete. Data
analysis included subgroup comparisons according to gender,
prior experience with counseling or psychotherapy, SES, age,
and year in school. Women and students with prior
experience in counseling tend to be more interested in
receiving information about confidentiality policy,
theoretical orientation, format of counseling or
psychotherapy, and duration of counseling. Also, women are
more interested in information about success rates. Client
knowledge of benefits and risks of counseling or
psychotherapy
,
although incomplete
,
appears accurate with
respect to current literature in these areas. The
desirability of increased use of informed consent procedures
and client informational materials is discussed.
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CHAPTER I
STATEMENT OF THE PROBLEM
The need to provide clients with general information
about counseling or psychotherapy has received increasing
attention in recent years. The emphasis on client
information has come from several different sources.
Informed consent, a procedure in which the client is
provided with the information necessary to make a
knowledgeable decision about participation in psychotherapy,
has been emphasized by consumer rights advocates (Hare-
Mustin, Maracek, Kaplan, & Liss-Levinson, 1979) . The
increasing attention to consumer rights in psychotherapy is
consistent with a broader consumer movement in health care
beginning in the 1960 's. Reeder (1972) suggests that this
broader movement has resulted in changes in the relationship
between professional and client involving a more active
client role than has been seen in the past.
Legal experts have also encouraged the use of informed
consent to limit the liability of therapists (Herr, Arons &
Wallace, 1983) . They predict that informed consent
requirements established for medical procedures will
eventually be applied to psychotherapy as well.
Others have discussed treatment benefits of providing
clients with some information about psychotherapy. Benefits
include increasing trust and developing the working
relationship (Levine, Stolz, & Lacks, 1983; Weinrach, 1987).
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Jensen, Josephson and Frey (1989) describe another benefit,
that of involving clients in the decision-making process
about how the therapy will proceed.
Suggestions have been made about contents to be
included in informed consent procedures or client
informational handouts ( Everstine
, Everst ine
,
Heymann
,
True
,
Frey, Johnson, & Seiden, 1980; Hare-Mustin et al., 1979;
Levine et al., 1983; Weinrach, 1987). However, these have
not been evaluated by empirical research. If such
information is to be useful to clients, it must respond to
questions important to the client. Thus, one direction for
research is to investigate the informational needs of
incoming clients. This may vary according to client
population and setting, and should be investigated
separately for different populations. This study focused on
col lege students seeking counsel ing or psychotherapy through
their institution' s college counseling center
.
Purpose of the Study
This study will investigate the informational needs of
incoming clients at college counseling centers. Two primary
questions will be asked. First, what do students identify
as important areas of information in making a decision about
whether or not to attend counseling or psychotherapy?
Consumers will be able to add their input to suggestions
made by professionals about what areas of information would
be most useful. Second, what do students already know or
expect about certain aspects of counseling or psychotherapy?
2
The answer to this question may suggest the degree to which
students' current knowledge about counseling or
psychotherapy is accurate and complete. It may also provide
information about the level of complexity of students'
current knowledge, allowing informational materials to be
designed at a level of complexity likely to best enhance
further learning. Thus, the answers to these questions have
practical implications for the development of informational
materials.
Significance and Rationale
Suggestions about client information and informed
consent have provoked discussion, but they have not been
widely implemented. While some therapists see potential
benefits of providing information, others have expressed
concern that this might be harmful by overwhelming or
frightening the client or by interfering with the technique
itself (e.g., disturbing the development of the
transference) . Neither position has been supported
conclusively by research, but this controversy has limited
both research and implementation.
In spite of the reluctance to implement these
suggestions, several factors suggest that some type of
informed consent will eventually be required of
psychotherapists. The history of increasingly strict
requirements for informed consent in medicine is one such
factor (Horowitz, 1984). Also, the Ethical Principles of
the American Psychological Association (APA) and the Ethical
3
standards of the American Association for Counseling and
Development currently call for at least a minimal amount of
informed consent. The June 1991 draft of the revised APA
ethics code incorporates more detail about informed consent
requirements, suggesting increasing attention by
psychologists to this topic.
In recent years, as Garfield (1981) notes,
psychotherapy has become available to a broader range of
clients, is covered by health insurance policies (including
federally funded health programs such as Medicaid and
Medicare) and is offered as a treatment option by HMOs. One
result of these trends is a greater emphasis on
accountability by funding sources who want some assurance
that the costly services are effective (Garfield, 1981)
.
Informed consent, which implies greater accountability to
the individual client, is consistent with this emphasis on
accountability to the institution. Also, as consumers must
make complex decisions about health plans offering different
types and amounts of mental health coverage, client
information about psychotherapy is increasingly important
(Sisk & Langenbrunner, 1985). Given these trends, it seems
likely that some type of informed consent or client
information procedures will be required.
The actual form of such procedures should be based on
empirical research and designed thoughtfully by
psychologists. Otherwise, guidelines which are less
4
acceptable to practitioners may someday be imposed by a
court or legislature.
Thus far, consumer preferences about the contents of
client information have not been studied. Results of this
study, then, should provide new information which will
contribute significantly to knowledge in this area.
Ultimately, decisions about contents of informational
materials should be based on studies of consumer
preferences, consumer reactions to different contents and
formats, clinical effects, ethics codes, legal requirements,
and the clinical judgement of therapists.
Developmental Issues
Investigating this topic among college students seems
particularly appropriate developmentally for this
population. One developmental task for college students
leaving home for the first time is increasing independence.
This may be facilitated by defining and structuring a
decision point with respect to counseling, giving the
student a chance to develop and practice autonomous
behavior. Also, the university, as a setting for learning
in a broad sense, can promote that learning by making
informational materials available. This is particularly
important since the college counseling center may offer many
students their first experience with counseling or
psychotherapy.
Using William Perry's scheme of cognitive development
in college students, many students are moving from dualism,
5
in which right answers exist and are sought from
authorities, toward relativism, a stage at which they should
be able to incorporate information from differing points of
view and evaluate it to reach their own opinion (Perry,
1981) . Structuring a college counseling center to include
information about counseling should facilitate this growth.
Students who are dualistic may be challenged to expand their
thinking about counseling, and students who have moved to
other stages will be given an opportunity to practice their
new decision-making skills.
6
CHAPTER II
REVIEW OF THE LITERATURE
Calls for client informational materials have come from
several sources. These include discussions of the doctrine
of informed consent, with its roots in medicine and the law,
and also, growing out of a consumer perspective, suggestions
about the treatment benefits of providing clients with
information about counseling or psychotherapy. This chapter
will combine elements from both sources in order to provide
a basis for examining client informational needs. The
history and philosophy of the legal doctrine of informed
consent in medicine will be described as well as current
practices and treatment issues related to informed consent
and client information. Although consumer preferences about
informational materials have not been studied, some work has
examined consumer knowledge and expectations about
psychotherapy, and this will also be discussed.
Legal Background of Informed Consent
Although the notion of informed consent in
psychotherapy is relatively recent, informed consent in
medicine has been in existence for many years. Legal
commentators have noted that much of the legal background
and justification for informed consent in psychotherapy is
based on case law involving informed consent in medical
procedures (Bray, Shepherd, & Hays, 1985; Horowitz, 1984).
7
Court decisions in early cases defined a responsibility
to obtain the consent of the patient, although there was no
requirement that information be provided by the physician.
Herr et al. (1983) note that the doctrine requiring consent
to treatment can be traced back over two hundred years to a
case heard by the King's Court in England. In that case,
medical surgery performed without consent of the patient was
said to be a tortious (i.e. wrongful) assault. In the
United States, the case of Mohr v. Williams in 1905 held
that, if a doctor fails to obtain the patient's consent
before providing medical treatment, he is guilty of the tort
of battery (Horowitz, 1984). Although these early cases
specified the necessity of the patient's consent, the doctor
was not required to disclose information as part of the
consent procedure (Horowitz, 1984).
During the 1950 's an increasing emphasis on disclosure
was seen, culminating in two 1960 cases which solidified the
requirement that patients must receive sufficient
information from the doctor to make a knowledgeable decision
(Herr et al., 1983; Horowitz, 1984). In both Natanson v,
Kline and Mitchell v. Robinson, patient consent had been
obtained and doctors' performance of medical procedures were
not shown to be negligent. However, both courts held that
full disclosure of information relevant to the patient's
decision was required.
Fourteen years earlier, informed consent became an
issue with respect to experimentation with human subjects at
8
the Nuremburg Medical Trials of 23 Nazi physicians,
resulting in the publication of the Nuremburg Code which
required the informed, voluntary consent of human subjects
(Bray et al.
,
1985; Keith-Spiegel & Koocher, 1985;
O'Donnell, 1974). Although never used as a legal precedent,
the Nuremburg Code was an important basis for subsequent
codes and policies (Keith-Spiegel & Koocher, 1985) . It was
followed by the Helsinki Declaration of 1964, which led to
the tendency to insist on written informed consent in
research settings (O'Donnell, 1974). Thus, similar trends
may be seen in the development of informed consent for both
medical treatment and research with human subjects during
this same historical period.
The legal concept of informed consent is consistently
seen by legal scholars as being based in the principle of
personal human autonomy (Bray et al., 1985; Weisbard, 1986;
White, 1983) . The individual's right to control what
happens to him or her is seen as outweighing the potential
benefits of relying on the judgment of a more expert and
experienced professional. Although the individual has the
right to follow the professional's advice, he or she also
has the right to make a different choice. Presumably, then,
informed consent would be important even if there were never
any harm associated with following the advice of the
professional. White (1983) notes that personal autonomy has
been particularly emphasized in discussions of ethical
behavior and law in "affluent, democratic, industrial, and
9
technological America" (p. 101), suggesting that this
emphasis is related to Western cultural values.
Informed consent as a legal concept in medicine has
three components: disclosure of information by the
physician, competence of the patient to consent, and
voluntariness of consent (Herr et al., 1983; Horowitz,
1984) .
In the first component, the information disclosed must
include three elements: the risks and the benefits of the
procedure; the risks of failure to be treated; and available
alternative treatments (Bray et al., 1985; Horowitz, 1984).
Prior to 1972, courts used a medical-practice criterion to
determine adequacy of disclosure; disclosure would be judged
according to the prevailing practice of the average,
competent physician. A 197 2 case, Canterbury v. Spence
,
changed this to the "reasonable man" standard, which
required that the physician disclose all matters deemed
material to the decision by a reasonable person (White,
1983) . Although this change improved the chances of an
autonomous decision by the patient, the new standard still
did not respond to the issue that an individual different
from the norm might require (and deserve) more or different
information (Weisbard, 1986). Beginning in the mid-1970's,
statutes enacted in many states changed the standard back to
the medical-practice criterion in those states. The
statutes were enacted in response to concerns about
increasing medical malpractice litigation, even though
10
informed consent had little to do with that increase
(Weisbard, 1986)
.
Legal writers have tended to assume that content areas
required in medical informed consent should also be required
in psychotherapy informed consent (Bray et al., 1985; Herr
et al., 1983; Horowitz, 1984). Although this may well be
desirable, it bears further examination and research. The
treatment offered by a psychotherapist differs from that
offered by a physician, perhaps implying a need for
different emphases in informed consent.
The second component of informed consent in medicine is
competence of the patient to consent. Within the broader
concept of competence there is a more specific concept of
capacity, which is defined as special competency for a
particular purpose, in this case informed consent. What is
required in order for a patient to be judged to have
capacity may vary according to the particular treatment
proposed and the patient's mental abilities, and thus may
vary according to the seriousness of the risks involved
(Herr et al., 1983). Capacity is not necessarily assumed
lacking just because a patient makes a decision which
appears unreasonable or incorrect (Meisel, 1983) . Finally,
the third component, voluntariness, requires that the
patient's choice be free of coercion (Herr et al., 1983).
Exceptions to informed consent in medicine are allowed
in four situations: emergencies, waivers, lack of capacity,
and cases involving therapeutic privilege (Meisel, 1983).
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In an emergency, disclosure may be abbreviated or
eliminated, according to the seriousness of the emergency
(Meisel, 1983). Herr et al. (1983) state that the exception
applies only in situations where serious harm is imminent
and consent is impossible to obtain. This seems unlikely to
occur in outpatient psychotherapy settings, although crisis
counselors might conceivably treat such cases.
The second exception, waivers, involve patients who
understand their rights but voluntarily relinquish the right
to be informed or to decide or both (Meisel, 1983) . In a
case where lack of capacity has been established (the third
exception) , informed consent is not legally required for the
patient (although it might still be beneficial) , but is
required of someone legally authorized to act on the
patient's behalf (Meisel, 1983).
In cases involving therapeutic privilege (the fourth
exception) , the physician or practitioner is certain that
disclosure will do a patient much more harm than good (Herr
et al., 1983). The potential for harm, however, may not
include the possibility that the patient may choose not to
accept treatment (Horowitz, 1984). For example, a
practitioner might choose not to reveal potential
consequences of treatment because he or she fears that the
information will lead a client to refuse treatment when the
practitioner feels that treatment is important. This would
not be an appropriate use of therapeutic privilege. Courts
are aware of the potential for this exception to undermine
12
the concept of informed consent entirely, and it must be
used with care (Herr et al., 1983; Meisel, 1983).
Weisbard (1986) notes that "...the law has been far
richer in its rhetorical devotion to the ideal of patient
self-determination than in its provision of effective legal
redress to victimized patients" (p. 751) . In medical cases
which make it to court, there is almost always evidence of
serious medical injury (Weisbard, 1986) . Damages due to
psychotherapy are more likely to be emotional than physical,
though. Emotional injuries are more difficult to prove and
courts are hesitant to grant compensation for such injuries
(Horowitz , 1984 )
.
Informed consent cases may be legally classified in
several different ways. If tort liability (i.e., civil
liability for a wrong) is sought, the tort of battery
(unconsented touching) or the tort of negligence may be
claimed. Although early informed consent cases were
classified as battery, the current trend seems to be toward
classifying these cases as negligence (White, 1983).
Requirements for establishing negligence are more complex
than those for establishing battery, making recovery of
damages more difficult (White, 1983). Bray et al. (1985)
note that both battery and negligence are very difficult to
prove in psychotherapy. Another possible legal
classification for an informed consent case is breach of
contract, where a psychotherapist might be held liable if
unable to cure a client as guaranteed (Bray et al., 1985).
If an informed consent case actually goes to court,
guidelines used to judge the adequacy of disclosure may be
unpredictable. Describing medical informed consent cases,
White (1983) notes that court decisions about which risks
should be included have been extremely inconsistent. This
has been true regardless of the standard of disclosure used
by the court (i.e. professional practice standard or
reasonable person standard) . Unfortunately, such lack of
clarity tends to lead to the use of long, technical forms
which include every possible risk, no matter how unlikely.
These forms may be overwhelming to the consumer.
Thus far, psychologists have been the recipients of few
legal suits for inadequate informed consent (Bray et al.,
1985; Horowitz, 1983). Horowitz (1983) suggests, however,
that risks in psychotherapy are serious enough to make
implementation of informed consent in psychotherapy
essential, and he encourages the improvement of access to
the courts for clients in these cases.
Informed Consent in Ethics Statements
The Ethical Principles of the American Psychological
Association (APA) call for some type of informed consent,
although little detail is provided about what should be
included:
Psychologists fully inform consumers as to the purpose
and nature of an evaluative, treatment, educational, or
training procedure, and they freely acknowledge that
clients, students, or participants in research have
14
freedom of choice with regard to participation. (APA,
1981, p. 636)
The limits of confidentiality are specifically mentioned in
the APA Ethical Principles as information which should be
shared with clients:
Where appropriate, psychologists inform their clients
of the legal limits of confidentiality.
Informed consent is also required by the Ethical Standards
of the American Association for Counseling and Development
(AACD) in Section B, number 8:
The member must inform the client of the purposes,
goals, techniques, rules of procedure, and limitations
that may affect the relationship at or before the time
that the counseling relationship is entered. (AACD,
1988, p. 2)
The current draft of the APA Ethics Code (APA, 1991)
expands the description of informed consent procedures,
suggesting an increased emphasis in this area. The
statement from the existing Ethical Principles has been
expanded slightly in section 1.6 of the draft. Describing
the Nature and Results of Psychological Services:
a) When psychologists provide assessment, evaluation,
treatment, counseling, consultation, research, or other
psychological services to an individual, a group, or an
organization, they first provide the consumer of
services with appropriate information about the nature
of such service, and they later provide appropriate
15
information on results and conclusions.
b) If psychologists will be precluded by law or by
professional roles within an organization from
providing such information to particular individuals or
groups, they so inform them at the outset of the
service.
In addition, section 4 (Therapeutic Relationships) includes
detail specifically relevant to psychotherapy:
4.1 Clarifying the Therapist's role
a) Psychologists discuss with clients or patients as
early as is feasible in the therapeutic relationship
appropriate issues such as the nature and anticipated
course of therapy, fees, and confidentiality.
b) Psychologists make reasonable efforts to answer
patients ' questions , to avoid apparent misunderstanding
about therapy, and to avoid creating unrealistic
expectations in patients
.
4 . 2 Informed Consent
a) Psychologists obtain appropriate informed consent to
therapy or related procedures.
b) For persons who are legally incapable of giving such
informed consent, psychologists obtain consent from a
legally authorized person, if such substitute consent
is permitted by law, and they also take reasonable
steps to protect the best interests of the person.
Finally, in section 5.1, Discussing the Limits of
Confidentiality, the psychologist's responsibility to
16
provide information on this topic is described in more
detail
:
a) Psychologists discuss with people with whom they
establish a professional relationship (including, to
the extent feasible, with minors) the relevant
limitations on confidentiality and the foreseeable uses
of the information generated through their services.
b) Unless it is unfeasible or contraindicated, the
discussion of confidentiality occurs at the onset of
the relationship and thereafter as new circumstances
may warrant.
Additions seen in the draft Ethics Code provide more
detailed guidance for informed consent procedures
,
including
specific suggestions for contents and timing of such
procedures
.
The APA General Guidelines for Providers of
Psychological Services also refer to these issues, calling
for a "mutually acceptable understanding between a provider
and a user or that user's responsible agent regarding the
delivery of service." (APA, 1987, p. 6.) The related
Illustrative Statement goes on to state that:
A psychologist discusses the plan for the provision of
psychological services with the user, noting procedures
that will be used and respective responsibilities of
provider and user. (APA, 1987, p. 6.)
Client involvement in treatment planning, like informed
consent, serves to make the client's expectations about
17
psychotherapy more accurate. It may also give the client
more power in the client-therapist relationship which is
traditionally imbalanced in the direction of the therapist.
Contributions of the Consumer Movement
An emphasis on client information has also come out of
the consumer movement. One element of the consumer
perspective is an increased acknowledgement of the power
imbalance in the client-therapist relationship which
includes concerns about potential abuses (Chamberlin, 1978)
.
Informed consent has been presented as one way to increase
the client's power within the relationship by providing the
client with more information (Hare-Mustin et al., 1979).
Placing the therapeutic relationship within a broader
societal perspective, a number of authors have discussed
power dynamics within psychotherapy and their relation to
issues of social control. The French philosopher Foucault
suggested that society's knowledge and definitions of quasi-
scientific matters such as mental health or illness are, at
any given time, inextricably intertwined with power
relationships (Foucault, 1984) . He viewed knowledge as
socially constructed; rather than consisting of objective
truths, knowledge is viewed as relative, both inseparable
from and determined by the social context. Power dynamics
are a key element of the social context which determines all
knowledge. Thus, mental "normalization" of individuals
through actual or threatened psychiatric internment is
essential in maintaining power relationships in the society.
18
Foucault described the techniques of social control
which are part of the social definition of knowledge as
insidious. "Self
-evaluations" or "normalizing judgments"
based on society's current knowledge enable individuals to
maintain themselves as "docile bodies", removing the need
for a more overt exercise of power in many situations
(Foucault, 1980, cited in White & Epston, 1990). Thus,
power relations can be maintained by current socially
constructed definitions of mental illness even in the
absence of overt actions by agents of social control because
individuals learn to monitor their own behavior.
Thomas Szasz, trained as a psychiatrist, has also
suggested that psychotherapy may function as an instrument
of social control (Szasz, 1978). Feminist therapists are
another group who have focused on power dynamics between
client and therapist, relating this to power dynamics in the
larger society. Phyllis Chesler (1972) described ways in
which women therapy clients have traditionally been "helped"
to adjust to roles which are oppressive to women.
These authors have emphasized the influence of the
societal context on psychiatry and psychotherapy and have
described the potential for psychotherapy to be used,
deliberately or not, in an oppressive manner. The very
definitions of mental health and mental illness may function
to support current power relations.
Other discussions of the power imbalance have referred
to the notion that the therapist, a professional and an
19
expert in the field, often has greater status than the
client (Brodsky, 1989; Weinberger, 1982). The power
differential may be particularly evident in a college
setting where the client is a student who is younger and has
less professional status than the therapist. Pomerleau and
Rodin (1986)
,
summarizing research on power in the patient-
practitioner dyad, refer to this as expert and legitimate
power, based on the professional's skill, superior
knowledge, and on the legitimacy of the professional role,
which includes the right to exert influence. Also, the
client shares personal and perhaps embarrassing information
with the therapist, who does not share in return.
Van Hoose and Kottler (1985) observe that the power of
the therapist is sometimes further exaggerated by the media,
and even by the claims of therapists themselves. Providing
clients with accurate information about counseling or
psychotherapy has been suggested as one means of decreasing
unrealistic expectations.
Morrison (1979) described benefits for both client and
therapist of a consumer orientation which empowers the
client. He suggests that if clients become involved in
individual treatment planning and evaluation, therapists
will be better able to fine-tune therapeutic interventions
for the specific needs of the individual client, leading to
more effective treatment. He notes that providing clients
with information about psychotherapy is an integral part of
this process.
Practical considerations and safeguards for both
therapist and consumer have also been suggested as
advantages of consumer informational materials. For
example, the usefulness of these materials in preventing
misunderstandings or legal actions has been emphasized
(Morrison, 1979; Weinrach, 1987).
Current Use of Informed Consent in the Field
Surveys of practitioners have largely focused on
informed consent procedures and have found a wide range of
adherence to these procedures (Handelsman, Kemper, Kesson-
Craig, McLain, & Johnsrud, 1986; Noll & Haugan, 1985;
Talbert & Pipes, 1988). Handelsman et al. (1986) surveyed
196 licensed psychologists in private practice, all of whom
were members of the same state psychological association.
Of 104 respondents, only 28.8% used written informed consent
forms
.
None of the 19 forms they examined included all of the
possible elements in informed consent statements. The
content area most frequently included was financial issues
such as method of payment (17 forms) and fees for missed
appointments (16 forms). The next most frequently included
area was confidentiality (12 forms) and its limits, although
none of the forms examined included all the limits.
Possible risks, probability of success, and procedure for
filing a grievance were quite infrequent, with each
mentioned once.
21
Talbert and Pipes (1988) also investigated the content
of informational material provided to clients by a variety
of sites. They deliberately asked for a broader set of
informational materials rather than informed consent forms
alone in order to reflect the possibility that clients
receive information in a variety of ways. They contacted 40
sites providing psychological services, including private
practitioners, community mental health centers, and college
or university centers, in five areas of the United States.
The results of their content analysis were similar to those
of Handelsman et al. Statements about confidentiality were
most frequent, followed by information on financial
obligations. Information on risks of therapy or alternative
resources was provided infrequently (at 3 or less sites)
.
Noll and Haugan (1985) surveyed the directors of
clinical psychology training centers about the use of
informed consent at their centers. Questionnaires were sent
to 128 directors; 58 of the 59 questionnaires returned
provided useable data, a return rate of 47%.
A six-point Likert-type scale was used to measure the
respondent's frequency of certain practices. Possible
responses ranged from never to always. The highest rate of
frequency was found in overall use of some kind of consent
form (86.2% usually plus always responses). The second
highest rate of frequency was found in responses to an item
concerning information provided about skills,
qualifications, and training of therapists (46.5% always;
39.7% usually responses). These training clinics present a
somewhat unique issue for informed consent because a large
proportion of their staff are therapists in training, a
potentially important piece of information for clients.
However, only 46.5% of sites always provided information
about this issue to prospective clients.
The next highest frequency was found, respectively, in
responses to items concerning potential approaches to be
used (67.3% usually plus always responses), circumstances
under which confidentiality may be broken (62.0%), and
information about record keeping (55.1%). The lowest
frequency was found on responses concerning providing
information to clients about potential negative effects of
informing employers (8.61%) or insurance companies (12.5%)
about their treatment.
The general picture of content analysis provided by
these three studies suggests that, when forms or
informational materials are used, financial issues and
information about confidentiality are often included.
However, descriptions of risks of psychotherapy and
alternative resources are rarely mentioned.
The studies described above dealt largely with written
forms, although another possible format for imparting
information for clients and gaining consent is an oral
format. Noll and Haugan (1985) did inquire about the format
used in presenting whatever informed consent was presented
and found that 81% of respondents used both oral and written
form, 9% used written form only, and 10% used oral form
only. Handelsman et al. (1986) did not record use of oral
informed consent procedures, but do suggest that combining
oral with written procedures may facilitate the
"conversation and relationship that constitutes informed
consent" (p. 516)
.
One factor which affects the quality of communication
in written informed consent procedures is the readability
level of the form. If forms are written in highly technical
and complex language, clients are less likely to understand
the contents. Handelsman et al. (1986) investigated the
readability of written informed consent forms. They found
that the average readability score was in the difficult
range, which is equivalent to the readability of an
academically oriented magazine. This may limit
communication with many clients, and those with less
education may be particularly affected by complex, highly
technical forms (Handelsman et al., 1986).
Finally, Handelsman et al. (1986) compared
practitioners who used informed consent forms with those who
did not and found that users were significantly younger than
non-users. They found no differences attributable to gender
or theoretical orientation. Users of written forms provided
the following reasons (in order of frequency given)
:
facilitation of fee collection, ethical issues and
responsibility, client protection, and confidentiality.
Reasons given for not using written forms included: a
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preference for oral procedures, concerns that forms get in
the way of the therapeutic relationship and concerns that
they are countertherapeutic.
Impact of Informed Consent on Treatment
Different and sometimes opposing claims have been made
about the impact of informed consent procedures or client
informational materials on treatment. As noted in the
Handelsman et al. (1986) survey, some practitioners view
written forms as countertherapeutic or at least getting in
the way of the therapeutic relationship. These
practitioners have noted that clients often enter
psychotherapy in an upset, overwhelmed state, and presenting
them with a large amount of detailed information on topics
including potential risks could be even more overwhelming or
frighten clients away (Widiger & Rorer , 1984 ) . Hare-Must in
et al. (1979) also note that an overly enthusiastic
discussion of alternatives to treatment may give the client
the mistaken impression that the therapist does not want to
work with him or her. Thus far, these suggestions are based
on clinical experience and have not been demonstrated by
research.
Widiger and Rorer (1984) note another concern raised by
clinicians, which is that providing the client with
information about the nature of treatment will be
detrimental to treatment. For example, both psychoanalytic
and paradoxical practitioners have suggested that their
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technique will be less effective as the client knows more
about it.
Several pieces of research have examined the effect of
client information on treatment. Hills, Gruszkos, and
Strong (1985) studied the results of explaining paradoxical
interventions to clients. They found that clients had
favorable views of their counselors but that the therapeutic
effectiveness of the intervention was lessened. At least in
a situation where specific explanations are offered, then,
the effect may be to decrease the therapeutic effectiveness.
Others have investigated the effects of pretherapy
training in helping to prepare the client for psychotherapy.
Garfield (1986) reviewed a number of these studies. While
some showed that pretherapy training, which often includes a
description of the therapy process and roles of the client
and therapist, resulted in increased effectiveness of
therapy or increased attendance, some studies showed no
difference between experimental and control groups.
Negative effects due to pretherapy training were not
described. The positive effects found in some of the
studies suggest that providing clients with more general
information about the nature of treatment may be beneficial,
at least under some circumstances.
Another concern raised by practitioners is that
providing clients with information about the limits of
confidentiality may limit disclosure and thus interfere with
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treatment indirectly. Several studies have investigated
this
.
Muehleman, Pickens, & Robinson (1985) studied the
effects of different levels of information about limits of
confidentiality on disclosure in a one-session psychotherapy
analogue situation. Subjects were 24 mildly depressed
undergraduates who were matched according to Beck Depression
Inventory scores and assigned to one of three experimental
conditions, corresponding to the consent form they were
given to read. The three consent forms consisted of a short
form, which included minimal information about limits of
confidentiality, a long form, which included information
about benefits, risks, client rights, and more detailed
information about limits of confidentiality, and a long form
plus rationale, which was identical to the long form but
also included a paragraph encouraging honest response.
During the interview subjects were asked to rate themselves
verbally on a variety of symptoms related to depression.
This was used as a measure of disclosure during the
interview. Subjects receiving the long form did disclose
less than those receiving the short form on one of seven
subscales (intensity of dysphoric mood). Muehleman et al.
(1985) suggest that this effect was overcome by the
rationale, though, since subjects receiving the long form
plus rationale disclosed more on two subscales (cognitions
and toll on emotional well-being) than did subjects
receiving the long form.
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Results of this study suggest that, for mildly
depressed undergraduates, more detailed levels of informed
consent have little or no effect on client disclosure,
particularly when a brief rationale is included which
encourages disclosure. Since a psychotherapy analogue
situation was used rather than an actual psychotherapy
situation, generalization may be somewhat limited. Also,
the long forms included information on benefits, risks, and
client rights as well as more detailed information on limits
of confidentiality, making it difficult to distinguish the
effects of each separate piece of information. In spite of
these potential shortcomings, this study appeared to be
carefully constructed and executed.
Haut and Muehleman (1986) used a similar design to
investigate the effects of informed consent on disclosure in
clinical interviews with 3 3 single parents. The relevant
limit to confidentiality was child abuse reporting, and the
dependent variable in the study was the subject's report
about amount and severity of disciplinary practices. No
significant differences were found between three groups
which received informed consent forms of varying lengths.
However, a reference group which received no warning about
limits to confidentiality and filled out an anonymous
questionnaire about disciplinary practices did disclose
significantly more.
Haut and Muehleman (1986) note that the demand
characteristics were different for the experimental groups
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and for the reference group. The reference group had
neither the warning about limits to confidentiality nor the
interview setting. Thus, it is difficult to distinguish the
relative contributions of the lack of warning and the
decreased need to present a socially desirable impression on
an anonymous questionnaire as compared to a live interview.
Haut and Muehleman (1986) conclude that level of clarity and
specificity of informed consent do not have an effect on
disclosure in situations where at least a minimal amount of
information about limits to confidentiality is provided.
Haut and Muehleman (1986) also surveyed 50 clinical
psychologists about their opinion on the effects of
increased levels of clarity and specificity of informed
consent on disclosure. Mean scores of the 27 clinical
psychologists who responded (54%) indicated that, overall,
the group believed that disclosure would be limited. Haut
and Muehleman suggest that these results support the
existence of a clinical myth that giving clients clear and
specific information about limits to confidentiality leads
to decreased disclosure.
Taube and Elwork (1990) also investigated the effects
of confidentiality law on disclosure. Subjects were 4 2
adult psychotherapy outpatients at suburban community mental
health clinics. Research materials were incorporated into
the routine intake procedures and included a short form of
the Minnesota Multiphasic Personality Inventory (MMPI) , one
of two forms providing varying levels of information about
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limits to confidentiality, and a 50-itGin questionnaire about
"sensitive" thoughts and behaviors (e.g., substance abuse
and suicidal ideation)
. A legal comprehension questionnaire
was also included to check comprehension of the
confidentiality materials.
Data analysis involved comparisons on the basis of
level of information provided and level of psychopathology
.
Interaction effects were found, suggesting that disclosure
is related to both the subject's knowledge of the law and to
the extent to which the law is consequential to that
individual. Thus, subjects who were more informed about the
law and exhibited high pathology were less likely to
disclose than other groups in areas where disclosure would
potentially lead to negative consequences. The effect
found
,
although significant , was relatively small
.
The use of actual psychotherapy patients as subjects in
this study was a strength. Caution must be used, however,
in generalizing findings obtained from pre-interview
questionnaire data to other situations. All that can be
concluded with certainty is that disclosure on pre-interview
questionnaires may be limited by information about limits of
confidentiality when those limits are relevant to the
individual's situation*
Conclusions of these three studies (Haut & Muehleman,
1986; Muehleman et al., 1985; Taube & Elwork, 1990) suggest
that the effects of information about confidentiality on
disclosure, to the extent that they exist at all, are small
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and limited to situations where the limits to
confidentiality are particularly relevant to an individual's
situation. This may affect treatment for some individuals,
and ultimately the negative impact must be weighed against
the positive benefits for society of the laws. However,
clinicians who predict significant inhibition of disclosure
for the majority of clients appear to be overstating the
case.
Many clinicians appear to be uncomfortable with
informed consent due to potential negative impacts on
treatment . Handelsman et al . note that similar claims could
be made about discussions of fees . Information about fees
might be overwhelming
,
frightening, and stressful
,
perhaps
even leading some clients to leave treatment. Out of
necessity, though, clinicians have managed to incorporate
discussions of fees into the therapeutic relationship. To
the extent that informed consent can also be incorporated
into the therapeutic relationship, it may be viewed more
positively.
In contrast to the concerns noted by clinicians worried
about the impact of informed consent or client informational
materials on treatment, others have suggested that these
materials may contribute positively to the therapeutic
relationship. Positive effects on the relationship may
include increasing trust (Everstine et al., 1980) and
developing the working alliance (Handelsman et al., 1986).
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Jensen et al. (1989) advocate for the use of informed
consent as a treatment strategy. They suggest that, by
using an informed consent procedure to involve clients in
decision-making about treatment, resistance to treatment may
be decreased and commitment to the process increased.
Morrison (1979) suggests that distributing written
informational material may lead to a beneficial discussion
between client and therapist about therapy. He notes that
it may also be helpful to a client's spouse or partner who
is attempting to understand the client's experience in
therapy. If the therapist presents the information calmly
and in a helpful manner, the client may experience it as an
indication of caring and respect rather than as a
frightening, intrusive experience. Thus far, these claims
in support of client information, like the claims that it
may be detrimental to treatment, have not been tested
empirically.
Possible Elements for Client Information
A number of possible elements for informed consent or
client informational materials have been suggested (Bray et
al., 1985; Everstine et al., 1980; Hare-Mustin et al., 1979;
Levine et al, 1983; Weinrach, 1987). They include the
following: (a) financial information/cancellation policy,
(b) confidentiality and limits of confidentiality, (c)
treatment format, (d) theoretical orientation of therapist,
(e) rate of success and failure of treatment, (f) duration
of treatment, (g) qualifications of therapist, (h)
alternative forms of treatment, (i) benefits, and (j) risks
and side effects.
Financial Information/Cancellation Policy
Financial information should include the fee, forms of
payment accepted, billing policies which indicate when
payment is expected, consequences of unpaid fees, and
policies about third-party payment (Van Hoose & Kottler,
1985; Levine et al, 1983). If a sliding scale based on
income is available, this information should also be
included. Finally, cancellation policies should be
described including situations where payment is expected for
a missed session.
Confidentiality and Limits of Confidentiality
Although consumers may assume that everything said to a
therapist is completely confidential, there are some
significant exceptions to this policy. A primary exception
occurs when a counselor or psychotherapist has reason to
believe that a client presents a clear danger to self or
others. The Ethical Principles of the APA support this in
Principle 5:
Psychologists have a primary obligation to respect the
confidentiality of information obtained from persons in
the course of their work as psychologists. They reveal
such information to others only with the consent of the
person or the person's legal representative, except in
those unusual circumstances in which not to do so would
result in clear danger to the person or to others.
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Where appropriate, psychologists inform their clients
of the legal limits of confidentiality. (APA, 1981,
pp. 635-636)
This issue has also been addressed by the courts; the
landmark case in 1976 which led to a generally accepted duty
to warn was Tarasoff v. Regents of the University of
California
.
The California Supreme Court, in this finding,
imposed on therapists a duty to use reasonable care to
protect third parties form dangers posed by their clients;
this duty has been upheld by courts in other states (Keith-
Spiegel & Koocher, 1985)
.
Confidentiality is also limited by mandatory child
abuse reporting laws in many states which reguire counselors
and psychotherapists to report any incidence of child abuse
of which they become aware (Goodyear & Sinnett, 1984; Keith-
Spiegel & Koocher, 1985) . Child abuse described in therapy
must be reported even if the client is not directly
involved
.
Another limit to confidentiality arises if a client
wants his or her health insurance company to pay for the
treatment. Increasingly it has become clear that
information about psychiatric diagnoses or history of mental
health treatment, once provided to the insurance company, is
available to many other sources, including clerical workers
at the insurance company (Everstine et al., 1980; Hare-
Mustin et al., 1979; Meisel, 1983). Many insurance
companies share information with centralized data banks.
such as the Medical Information Bureau, which maintains
computerized health summaries on more than 12 million North
Americans and shares this information with its approximately
800 member insurance companies (Kratka, 1990) . This
information may then be used by other insurance companies to
deny future applications for health, life or disability
insurance (Kratka, 1990)
.
Confidentiality is also limited in many states when a
therapist is subpoenaed by a court to testify about a
client. One situation in which this might occur involves
divorce or child custody cases, where any hint of mental
illness may be used against a parent seeking custody
(Everstine et al., 1980; Goodyear & Sinnett, 1984).
Group and family therapy settings may also provide
limited confidentiality. Although the therapist is
ethically required to maintain confidentiality, there is no
way of ensuring that other group or family members will do
so (Keith-Spiegel & Koocher, 1985; Meisel, 1983).
Although clinicians may not consider this an exception
to confidentiality, the common practice of discussing cases
with supervisors or colleagues should be explained to the
client as well (Hare-Mustin et al., 1979).
Treatment Format
Potential advantages and disadvantages of presenting
this material were discussed above (see Impact of Informed
Consent on Treatment) . Sample client informational
materials have tended to describe treatment format rather
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briefly, encouraging the client to ask for clarification if
desired (Everstine et al., 1980; Kachorek, 1990; Levine et
al., 1983). Minimal information might include a general
statement about what will happen in treatment as well as a
description of any special techniques (e.g., hypnosis) to be
used.
Related topics which could be included are descriptions
of the roles and responsibilities of clients and clinicians.
Client responsibilities mentioned by Levine et al. (1983)
include arriving on time for sessions, notifying the
therapist of cancellations, and behaving in an open and
honest manner in sessions. Kachorek (1990) and Weinrach
(1988) both request advance notice when the client is
considering termination. Zwick and Attkisson (1985), in
their pretherapy orientation videotape, differentiate the
client-therapist relationship from the doctor-patient
relationship and from social friendships; unlike a medical
doctor who may provide specific advice, the therapist serves
as a skilled listener. They also noted that treatment may
take time, progress is not always steady, clients may
experience difficult periods during which they should
continue to attend, and clients should be prepared to
discuss uncomfortable topics.
Theoretical Orientation of Therapist
Clinicians have raised some of the same concerns about
this topic as were mentioned with respect to treatment
format. Orientation is probably most meaningful to clients
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who are sophisticated about counseling or psychotherapy. in
many cases, the name of the orientation and a brief
description should suffice; other clinicians may prefer to
provide more information
.
Rate of Success and Failure of Treatment
Lambert, Shapiro, and Bergin (1986) reviewed work
applying meta-analysis techniques to studies of
psychotherapy outcomes. Rosenthal (1983, cited in Lambert
et al., 1986) and Asay, Lambert, Christensen, & Beutler
(unpublished, cited in Lambert et al., 1986) provide
evidence that approximately two thirds of all psychotherapy
clients improve during the course of psychotherapy. This
figure lumps together many different types of therapists,
clients, and treatment formats. Since success and failure
rates may vary according to specific treatment format, it
would be desirable to provide a more precise figure when
available.
Duration of Treatment
Hare-Mustin et al. (1979) and Everstine et al. (1980)
have suggested creating specific contracts which specify the
number of sessions to be provided. Levine et al . ( 198 3
)
include this information in the form of an approximation.
Since different orientations may differ dramatically in
their expectations about duration of treatment (e.g.,
psychoanalysis vs. brief family therapy), some statement
about estimated duration of therapy seems essential. If the
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agency sets a limit as to how may times a client can be
seen, this should be noted also.
Qualifications of the Therapist
Although opinions differ as to how much information
should be provided, at a minimum the therapist should
describe qualifications such as training, degrees and
licensure (Bray et al., 1985; Hare-Mustin et al., 1979).
Special skills which are relevant might also be described.
Harrar and VandeCreek (1990) also indicate that clients
should be told if their therapist is a trainee.
Alternative Forms of Treatment
Hare-Mustin et al . ( 197 9 ) provide a list of examples of
alternative helping systems
,
including peer self-help groups
(e.g. , Alcoholics Anonymous)
,
psychological education,
changes in work, marital status , or life-style, use of
crisis services , medical care
,
legal assistance , vocational
counseling, or pastoral counseling. Other possibilities
might include other types of psychotherapy, social or
recreational groups, or exercise programs.
Benefits
Research asking clients to describe their experience of
the benefits of counseling or psychotherapy was not found.
The research most relevant to this question appears to be
studies of treatment effectiveness. Outcomes of different
levels of specificity have been examined, ranging from
global life adjustment scales to specific behavioral
measures (Lambert et al., 1986). Discussions in client
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informational materials have tended to refer to relatively
global changes, perhaps because these are applicable to a
broad range of clients.
Benefits described by Everstine et al. (1980) include
improvements in family or other social relationships and
increased self-understanding
. An APA (no date) brochure
describing psychological health services presented benefits
slightly differently, stating that psychologists can help
with life adjustment problems, behavioral and emotional
problems. Zwick and Attkisson (1985) , in their pretherapy
orientation videotape, referred to decreased anxiety and
depression and increased ability to pursue personal goals in
life. It should also be noted that therapists of different
orientations might describe benefits in different ways. For
example, behavioral therapists might emphasize changes in
specific behaviors rather than self-understanding
.
Risks and Side Effects
Negative or harmful effects of counseling or
psychotherapy have received a limited amount of attention in
the literature. After initial controversy over the
existence of negative effects, several careful and extensive
reviews of the literature have concluded that there is
sufficient evidence for the existence of negative effects in
psychotherapy (Lambert et al., 1986; Strupp, Hadley, &
Gomes-Schwartz, 1977). Potential side effects of counseling
or psychotherapy have also received little attention.
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Client informational materials and informed consent
forms in the literature have treated the topic of risks and
side effects briefly, mentioning the possibility of
experiencing intense and painful feelings and thoughts,
remembering unpleasant events, or experiencing changes in
important relationships (Everstine et al., 1980; Kachorek,
1990; Levine et al., 1983). Kachorek (1990) also included
the risks of changing employment settings and changing
lifestyles.
These statements appear to be supported by the limited
literature in this area, Strupp et al. (1977) surveyed
experts about negative effects in psychotherapy and
summarized their responses into f ive categories of potential
negative effects . Their first two categories , exacerbation
of existing symptoms and the appearance of new symptoms,
include difficulties with intensely painful feelings (e.g.,
depression or anxiety) and thoughts. Several of the expert
respondents also noted that temporary deteriorations or
regressions are an expected part of some kinds of
psychotherapy and could be considered a side effect rather
than a negative effect. Crown (1983) describes this in more
detail, indicating that in some situations the temporary
appearance of painful thoughts or feelings may be considered
a sign of progress.
Strupp et al. (1977) also identify more serious
potential negative effects of psychotherapy, including
suicide or a psychotic break. These risks, which occur
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quite infrequently, have not been mentioned in client
informational materials.
Another negative effect described in the literature
(Strupp et al., 1977; Meisel, 1983) is the lack of any
positive effect, which may include the missed opportunity to
participate in other, more helpful, treatment. Although
this has not been included in client informational materials
as a risk, it is implied if a general statement about
success rates has been included.
The notion of changes in important relationships has
also been discussed, with an emphasis on the possibility
that individual psychotherapy will disrupt a marital
relationship (Hurvitz , 1967 ; Phillips , 1983 ; Wilcoxon,
198 6) . Threats to other important relationships or
employment situations are a logical extension to these
observations. Life changes resulting from counseling or
psychotherapy are not always negative, since some clients
enter with the goal of making a decision about a
relationship or an employment setting. Such clients may
experience a change as positive and healthy. What seems
important for the client to understand is that changes in
relationships, whether they be expected or unexpected, or
positive or negative, are possible consequences of
counseling or psychotherapy.
Other researchers have described psychotherapists who
were experienced as harmful by their clients. For example,
Striano (1988) and Grunebaum (1986) both suggested that
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therapists may be harmful when they are excessively cold,
distant, or rigid, or encourage an overly intense
involvement. Sample informational statements for consumers
have not tended to include the possibility that the
therapist will engage in harmful behavior. Instead,
descriptions of grievance procedures which might address
such problems have been called for by several authors (Hare-
Mustin et al., 1979; Levine et al., 1983). An APA (no date)
informational brochure about psychological health services
includes a section on consumer rights which lists options
for dealing with dissatisfaction in the client-therapist
relationship. The consumer is urged to begin by discussing
the situation with the therapist , but further options are
also described
,
including consultation with another
psychologist or filing a complaint with a state board of
psychology.
Consumer Issues
Consumer preferences about informed consent in
psychotherapy or informational materials do not appear to
have been investigated. One team of medical researchers,
however, studying the informed consent practices of
physicians, found that physicians believe that patients want
less information than patients report wanting to receive
(Faden, Lewis, Becker, Faden, & Freeman, 1981) . Faden et
al. (1981) studied 53 adult patients and 107 parents of
child patients who experienced seizures and their
physicians, including 348 adult neurologists, 101 pediatric
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neurologists, and 153 pediatricians. Questionnaires asked
parents and adult patients to imagine that they were hearing
options about treatment for the first time, and indicate how
many facts they would want to be told before beginning drug
treatment. Mean number of facts chosen by adult patients
was 18.2; mean number for parents was 17.5. Physicians were
asked to indicate what information they thought the "average
reasonable patient" (or parent) would want to know. Mean
number of facts provided by neurologists was 10.0;
pediatricians gave 9.9, and pediatric neurologists gave
10.5. Differences between the number of facts provided by
the physicians and those desired by patients or parents were
statistically significant (at p < .01). Thus, physicians
substantially underestimated the number of facts that the
average patient wanted to know.
Faden et al. (1981) note that their research design
suffers from several problems. First, the patients and
parents of patients were given questionnaires in one
situation (after they had experienced particular treatments)
and asked to report, based on their memory of being told
about treatment options in the past, what information they
would have wanted at that time. It may be difficult for the
subjects to recreate accurately the anxiety and stress of
the original situation where a new treatment was introduced.
Second, the physicians may respond to the demand
characteristics of a study which is clearly about informed
consent by overestimating the amount of information they
would provide (Faden et al., 1981). Also, although patients
want to know more facts than physicians think they do, the
results for patients of being told more details are unknown.
The literature on consumer knowledge and expectations
in psychotherapy may suggest the extent to which consumers
already have accurate knowledge about the process and their
rights when they enter psychotherapy. Studies of consumer
expectations have largely involved asking consumers to make
predictions about the personal characteristics of their
counselors or therapists (e.g. warmth) , and about their
expectations concerning process factors or the roles which
will be played by clients and therapists (Benbenishty
,
1987;
Garfield, 1986; Hardin, Subich, & Holvey, 1988; Tinsley,
Workman, & Kass, 1980) . Such expectations, which may vary
widely from client to client, may be more or less accurate,
depending on the characteristics of the counselor actually
seen
.
Two recent studies have looked more directly at
consumer knowledge about some of the suggested elements for
informed consent or client informational materials.
Hillerbrand and Claiborn (1988) studied knowledge of
psychotherapy ethics in clients and nonclients, using
college students and adult patients at a Veterans
Administration medical center as subjects in two separate
studies. They found no significant difference in ethical
knowledge between subjects with experience as clients and
nonclients. Although level of ethical knowledge was
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relatively high (mean correct responses for the college
students were 21.4 out of 28 total items), knowledge in each
of five areas was found to be incomplete. Hillerbrand and
Claiborn (1988) conclude that, although clients may appear
knowledgeable, practitioners cannot safely assume that their
knowledge is complete.
This study makes an excellent start in examining client
ethical knowledge. One limitation which should be noted is
that this was questionnaire data rather than actual
behavioral data, and indicates little about clients' ability
to identify ethical violations in actual situations. Also,
the multiple choice format of the questionnaire gave
subjects information to evaluate rather than requiring
production of the material, perhaps providing cues not
present in actual situations.
Another study by Kaser-Boyd, Adelman, and Taylor (1985)
examined the ability of minors to identify benefits and
risks of psychotherapy. Subjects were minors with learning
and related behavior problems and included minors both with
and without experience as clients. After receiving an
explanation of the concepts of benefits and risks, subjects
were able to understand the task and identify some relevant
benefits and risks.
The most frequently identified benefits were solving
problems, providing someone to talk to, and learning new
things. The most frequently identified risks were self-
disclosure, discomfort with the therapist, violations of
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confidentiality, and poor therapy effectiveness. However,
11% of their sample thought there were no benefits and 15%
could not identify any. Also, 24% of the sample thought
there were no risks and 25% could not identify any. This
suggests that knowledge in this area is incomplete, at least
for this population of minors (Kaser-Boyd et al., 1985).
In summary, consumer issues such as preferences about
informational materials and prior knowledge about
psychotherapy have received little attention by researchers.
Several studies suggest that client knowledge about
psychotherapy may tend to be incomplete (Hillerbrand &
Claiborn, 1988; Kaser-Boyd et al., 1985). Also, medical
researchers in one study found that patients wanted to know
significantly more facts in informed consent procedures than
physicians thought they wanted (Faden et al., 1981). These
results suggest that further study of client informational
needs is essential
.
46
CHAPTER III
METHODOLOGY
Subjects
Subjects were students who were actually seeking
counseling or psychotherapy. The questionnaire and a brief
cover letter (see Appendix A) were incorporated into intake
packets of college counseling centers. Thus, subjects were
self-selected from the total group of students seeking
counseling services
.
Subjects seeking counseling or psychotherapy may be in
crisis and also have only limited time in the waiting room
to fill out a questionnaire. Ethical and practical
considerations thus limit the contents and length of any
questionnaire given under these circumstances. Contents
were carefully evaluated to minimize the likelihood that
anything would be distressing or anxiety-provoking to a
subject who might already be in crisis. Also, the
questionnaire was designed to be brief enough to allow
subjects to complete it quickly.
The limitations of a questionnaire study must be
balanced against the advantages of studying students in the
real-life situation where they might be presented with
informed consent or informational materials. Students who
are not immediately seeking counseling may view their
informational needs differently than those currently seeking
counseling. They are likely to be less anxious and in less
pain, and may thus predict that they would want a lot of
information.
In a pilot study (Green, 1990), students who completed
a similar questionnaire for course extra credit were
interested in a relatively high amount of information on
many different topics. it seems possible, though, that
students in crisis who are attempting to enter counseling
may be less interested in information because they have
already made a decision or because they do not feel able to
digest and integrate complex information which might change
their decision
.
Conceivably, the reverse could also be true, that
students would project being less interested in various
types of information until they actually reach the situation
of seeking counseling, at which point the information
becomes immediately i mportant , Because of these
possibilities, the advantages of studying students who are
actually seeking counseling were thought to outweigh the
limitations imposed by the situation.
It should also be noted that subjects were self-
selected from the total group of students seeking counseling
services. Inclusion of the questionnaire in the agency's
intake packet attempted to bring the study to the attention
of all incoming clients. Also, it was hoped that the brief
and straightforward nature of the study would contribute to
the ease of completion and increase the likelihood that
students would be willing to complete the questionnaire.
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However, generalization is somewhat limited by subject self-
selection since students who are more interested in
information about counseling or psychotherapy may have been
more likely to participate.
A sample size of 300-400 subjects was sought. This
relatively large number was deemed desirable in order to
increase the likelihood that the results would be
representative of the responses of college students similar
to those in the sample. Another goal was to make it more
likely that members of subgroups (e.g., different races or
ethnic groups) would be represented in numbers adequate for
use in statistical comparisons.
Procedure
Students arriving at the counseling or mental health
center for intake were presented with a brief, optional
questionnaire included with intake materials. In order to
insure anonymity and to separate the questionnaire from the
institution, a box was provided in the waiting area for
questionnaires, completed or not. Thus, students who chose
not to fill out the questionnaire should not have felt that
services would be negatively impacted by that choice.
The questionnaire format had several advantages, given
the high priority attached to studying students who are
actually seeking counseling or psychotherapy. Since the
questionnaire was self-administered by the student, it could
be made available to every student arriving for intake,
resulting in a large number of potential responses. The
brief nature of the questionnaire enabled the students to
respond immediately, making response more likely. This may
be particularly true since the student was asked to complete
the questionnaire while waiting in the reception area to be
seen by a counselor.
A disadvantage of the questionnaire is that it does not
describe actual behavior. Rather, the subject is asked to
describe past behavior or make a prediction about future
behavior. In this case, subjects were asked to indicate
their degree of interest in receiving various types of
information about counseling or psychotherapy. An
assumption must be made that their responses on the
questionnaire actually indicate the types of information
which they would choose in a situation where the information
was available. In this case, though, the information sought
is relatively straightforward and non-threatening. This and
the anonymous nature of the questionnaire should minimize
the likelihood that inaccurate information was reported.
Instrument
The questionnaire, which takes approximately 5-10
minutes to complete, asks about the types of information
concerning counseling or psychotherapy which would be useful
to the student. The student's knowledge or expectations
about several aspects of counseling or psychotherapy are
also examined. These areas, drawn from suggestions in the
informed consent and client information literature, include
duration, benefits, risks, and confidentiality policies (see
Appendix A)
.
Both open-ended and multiple response
questions are included on the questionnaire.
Because of concern that students might be particularly
fragile at the time of administration, every attempt was
made to design the questionnaire so that it would not be
upsetting to the student or suggest inaccurate information.
For example, in a question about the limits of
confidentiality, incorrect possible responses (e.g.,
information can be given to a member of the student's
immediate family) were dropped so that there would be no
chance of students receiving the mistaken impression that
confidentiality is even more limited than it is.
Informed Consent
Informed consent for the research was presumed by the
student's completion of the anonymous questionnaire. A
brief cover letter described the purpose of the study, noted
that participation was optional, identified it as
dissertation research, and informed the student that results
would be used to make suggestions about informational
materials for the college counseling center (see Appendix
A) .
Sites
Three college counseling centers, all located in the
Northeastern United States, participated in the study. Site
1 was part of a large state university. This site provided
psychological counseling for personal issues and for limited
academic and career issues including study skills and
vocational choice. site 2 was located at a private
engineering college, and provided personal and career (i.e.
vocational choice) counseling. Site 3 offered personal
counseling at a small state college.
Research Questions
1. What do students identify as important areas of
information in making a decision about whether or not to
attend counseling?
2. In what format (spoken, written, or both) do
students prefer to receive the information?
3. Are there differences in these ratings according to
gender, age, race or ethnic background, experience with
counseling, socioeconomic status (SES) , or setting?
4. Coming into the therapeutic relationship, what do
students already know or expect about the duration of
counseling, confidentiality, and the benefits and risks of
counseling?
5. Are there differences in students' knowledge or
expectations about counseling according to their gender,
age, race or ethnic background, experience with counseling,
SES, or setting?
6. What are their sources for this information?
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CHAPTER IV
RESULTS
Characteristics of the Sample
Subjects were 297 (121 men, 176 women) clients from
three college counseling centers. At Site 1, the
questionnaires were administered to students arriving for
intake between October 17, 1990 and June 30, 1991; 206
clients responded out of a total of 386 (53%) attending
intake. At Site 2, 60 students filled out questionnaires
out of a total of 106 (57%) between January 15 and June 30,
1991; and at Site 3, 31 responded out of a total of 40 (78%)
between October 24, 1990 and May 17, 1991, 1991.
Mean age was 22.04 (S.D.=5.00): there were 90 (30%)
subjects between the ages of 17 and 19, 139 (47%) between 20
and 22, 35 (12%) between 23 and 25, and 33 (11%) between 26
and 50. The sample was largely undergraduate, with 59 (20%)
freshmen, 64 (22%) sophomores, 84 (28%) juniors, 60 (20%)
seniors, 22 (7%) graduate students, 3 (1%) other, and 5 (2%)
unspecified. In terms of ethnicity, the sample included 2 53
(85%) Whites as well as 16 (5.5%) Asians, 16 (5.5%)
Hispanics, 9 (3%) Blacks, and 3 (1%) other.
A variety of majors were represented: 15 (5%) majored
in education; 48 (16%) in engineering; 17 (6%) in food and
natural resources; 3 6 (12%) in humanities and fine arts; 4
(1%) had interdisciplinary majors; 50 (17%) majored in
natural sciences and mathematics; 2 0 (7%) in business
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administration; 57 (19%) in social and behavioral sciences;
41 (14%) were undecided; and 9 (3%) did not specify.
A rough estimate was made of socioeconomic status based
on parental occupation. A revised version of Duncan's Index
of Occupational Status (Featherman & Stevens, 1982) was used
to assign ratings to parental occupations. The first digit
of the full rating was then coded, resulting in 8 possible
categories. When a specific occupation was not included in
the index, a code was assigned based on similar occupations.
Following Haug (1973), the higher level was coded if both
parents worked and occupational levels were different.
According to this classification, 70 (23%) students were at
levels one through four, which included unskilled laborers,
clerical and blue collar workers; 79 (27%) were at levels 5
or 6, which included managers, teachers and mid-level
professionals; and 85 (29%) were at levels 7 or 8 , which
included engineers, lawyers, physicians, and college
professors. Forty-two (14%) responses were unclassif iable
and 21 (7%) students did not respond.
Subjects were also asked about prior experience with
counseling or psychotherapy. Of the 144 (48%) students who
had previous experience, 29 had attended 1-3 sessions, 38
had attended 4-10 sessions, 42 had attended between 11
sessions and 1 year, 18 had attended for more than 1 year,
and 17 did not specify how many sessions they attended. In
terms of type of therapy, 134 students had attended
individual therapy, 4 0 had attended family therapy, and 18
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had attended group therapy. Eighty-four students were seen
by private practitioners, 24 went to a community clinic, 64
went to a counseling center or mental health services at
college, and 10 received services somewhere else. (Some
students indicated experience with more than one type of
therapy and at more than one setting.) Mean helpfulness
rating assigned to past experiences of counseling or
psychotherapy was 3.48 (S.D.=1.25) on a scale of 1 (not
helpful) to 5 (very helpful)
.
Preliminary analysis of the descriptive data yielded
several significant results. Significant relationships were
noted between the variable of site and two other variables,
prior experience with counseling and gender, (2, N = 297)
= 7.38, E < .05, and (2, N = 297) = 20.46, Q < .001),
respectively. At Sites 1 and 3, more students reported
prior experience with counseling than not, but at Site 2
this trend was reversed. Also, Sites 1 and 3 had more
female than male respondents, but Site 2 had more males.
Significant relationships with the variables of year, race
and major were obtained as well, although sparse cells made
these Chi-Square statistics suspect. Thus, in order to
explore site differences, at least two other variables
(prior experience with counseling and gender) should have
been included as covariates, and possibly others. This
would have led to comparisons between very small groups,
violating assumptions of the relevant statistics and making
the results invalid. In response to this problem, site was
dropped as a variable in the group comparisons. Sites were
analyzed separately and results are presented in Appendix B.
Significant relationships were also noted between the
variable of major and both prior experience with counseling
and gender, (7, N = 284) = 21.94, p < .01, and ^ (7, N =
284) = 31.46, p < .001), respectively. More students
majoring in engineering or undecided about their major had
no prior counseling experience, but for all other major
groups the number of students with prior experience in
counseling was equal to or greater than the number of
students with no prior experience. Similarly, there were
more men than women in the natural sciences and mathematics
area and in engineering; all other major groups, including
the group of students undecided about their majors, had more
women than men. Incorporating all these variables into
group comparisons would have resulted in tiny groups and
invalid statistics. Thus, the variable of major was dropped
from group comparisons. The variable of race was also
dropped because the non-White groups were very small,
creating similar problems with analysis. Therefore,
grouping variables used in this analysis were gender, prior
experience with counseling, SES, age, and year in school.
Two differences were noted between experienced clients
and inexperienced clients. Women were more likely to have
prior experience with counseling than men, (1/ ^^ 297) =
10.43, E = 0.001. Also, subjects from the lowest SES group
were less likely to have prior experience with counseling
than either of the other two groups, (2, N = 234) = 6.93,
E < . 05
.
Importance Ratings
Question 9 asked clients to rate on a scale from 1 (not
important) to 5 (very important) the importance of nine
types of information which might be helpful as they enter
counseling. Mean ratings for all nine types of information
were greater than 3.4; results are presented in Table 1.
Table 1
Mean Importance Ratings f5-point scale)
Type of Information M (SD) N
Confidentiality policy 4 ,. 54 (0. 91) 296
Theoretical orientation of counselor 3,.77 (1. 06) 288
Format of counseling/psychotherapy 4,.23 (0. 92) 291
Your counselor's training/experience 4,.32 (0. 85) 296
Approximate duration 3 ,.46 (1. 15) 290
Potential benefits 4 . 50 (0. 78) 292
Potential risks or negative effects 3 ., 88 (1- 18) 292
Alternative forms of help 4., 00 (0. 98) 293
Success rate 4.,37 (0. 93) 290
Group comparisons were made of mean importance ratings
Because the variables of gender and prior experience with
57
counseling interacted, 2-way ANOVAs were run using these two
variables as independent variables and importance ratings as
dependent variables (see Table 2). Main effects were found
for both gender and prior experience for confidentiality
policy, theoretical orientation, and format of counseling.
For all of these areas, women and students with prior
experience in counseling were more interested in information
on the topic. For duration of counseling, an interaction
effect was found. Men with prior experience in counseling
rated information about duration to be significantly more
important than did inexperienced men, but there was no
significant difference between experienced and inexperienced
women. In fact, inexperienced men scored lower than all
three other groups, which were not significantly different
from each other. A main effect was also found for gender
with respect to interest in information about success rates
of counseling. Women were more interested in this
information
.
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No differences in importance ratings were found based
on age or year in school. Although SES interacted
significantly with prior experience in counseling, there
were no significant interaction effects when 2-way ANOVAs
using these grouping variables were run on the importance
rating data. As a result, 1-way ANOVA data will be reported
for the variable of SES.
A significant SES effect was obtained for therapist
training/experience, F (3, 292) = 2.78, p < .05. Mean
importance rating for the low SES group was 4.47, mean for
the middle SES group was 4.44, and mean for the high SES
group was 4.13. When pairwise comparisons were made with
the relatively conservative Tukey HSD multiple comparisons
test, no significant differences were found. The difference
between the low and high SES groups approached significance
most closely (p = .09). A significant SES effect was also
obtained for benefits of counseling, F (3, 288) = 3.30, p <
.05. Mean importance rating for the low SES group was 4.74,
mean for the middle SES group was 4.35, and mean for the
high SES group was 4.48. Post-hoc testing indicated that
the low SES group rated benefits of counseling significantly
more important than did the medium SES group, but there were
no other significant differences between pairs.
Question 10 used an open-ended format to ask if there
were other areas of information which the subject would also
find important. Only 44 (15%) subjects responded to this
question. These responses varied greatly in their approach
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to the question. Several subjects used this space to
emphasize the area of information from question 9 which they
felt was most important (e.g., confidentiality or success
rate)
.
Others expressed an interest in the personal
characteristics of their counselor such as beliefs, values,
interests, or emotional state. Other themes included
information about other counseling services, about the
school, self-help literature, information about cost of the
service, and comments related to the individual's own goals
or concerns about counseling (e.g., "tell me what is wrong
with what I'm doing"; "a way to express myself and control
my temper")
.
Format of Information
Question 11 asked about the client's preference with
respect to the format of the information provided. Three
mutually exclusive choices were given: written materials,
discussion with counselor, or both written and verbal
(spoken) form. Of 286 subjects responding, 8 (3%) preferred
written materials only, 81 (28%) preferred a discussion with
their counselor only, and 197 (69%) preferred both. Because
of severely imbalanced groups created by the one-sided
nature of responses, Chi-Square analysis was not valid for
any group comparisons involving this question.
Knowledge and Expectations
Question 12 asked how many times the client expected to
meet with his or her counselor. Of the 294 subjects
responding to this question, 7 6 (26%) expected to attend 1
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to 3 meetings, 23 (8%) expected to attend 4 to 10 meetings,
2 3 (8%) expected to attend more than 10 meetings, and 172
(58%) did not know. Clients with prior experience in
counseling were more likely to expect that they would meet
with their counselor 4 or more times and less likely than
inexperienced clients to expect 1 to 3 meetings or to
respond "don't know", (3, N = 294) = 24.83, p < .001. No
significant relationship was found between SES and number of
meetings expected. Other group comparisons using Chi-
Squares were not valid because of severely imbalanced
groups
.
Question 13 was a multiple choice question in which
subjects were asked to identify exceptions to complete
confidentiality. This question was completed by 272
subjects. Results are summarized in Table 3.
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Table 3
Client Knowledge of Exceptions to Confidentiality
a. a court requires your counselor to testify under oath
Yes (correct) : 127 (47%) No: 145 (53%)
b. you threaten to harm yourself or others
Yes (correct): 195 (72%) No: 77 (28%)
c. your counselor, in training, discusses your case with a
supervisor
Yes (correct) : 115 (42%) No: 157 (58%)
d. you discuss incidents of child abuse
Yes (correct) : 99 (36%) No: 173 (64%)
e. there are no special circumstances under which
confidentiality is limited
Yes: 36 (13%) No (correct): 236 (87%)
Note, N = 272.
Total correct scores were also calculated for this
question. Mean total score was 2.84 out of 5 (S.D.=1.44).
The total possible of five includes response e , which is
redundant in that it would be inconsistent to respond
affirmatively to any of the first four responses and also
circle response e. Thus, a better estimate of average total
score for this question would be 1.84 out of 4. No
significant group differences were found for total correct
score.
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Individual elements of the multiple choice question
were also examined for group differences. Chi-square
analysis indicated significant differences on item c
(concerning supervision activities as an exception to
complete confidentiality) according to age, year in school,
and SES. Only the oldest group (age 26-50) had more correct
than incorrect responses, (3/ M = 272) = 12.74, p < .01.
For year in school, only the graduate student group had more
correct than incorrect responses, (2, N = 267) = 7.67, p
< .05. (It should be noted that age is significantly
related to year in school, and that the majority of graduate
students fall into the oldest age group.) Finally, half of
the highest SES group answered correctly, but fewer than
half of the subjects in the middle and low SES groups
answered correctly, (2, N = 216) = 6.28, p < .05. Thus,
students who were 2 6 or older, in a graduate program, and
from a high socioeconomic background were most likely to
correctly understand how supervision of the counselor may
limit complete confidentiality. No other group differences
were found on individual elements of the multiple choice
question about limits to confidentiality.
Questions 14 and 15 asked students to identify
potential risks and benefits of counseling or psychotherapy
using an open response format. Responses were categorized
using the following procedure. Categories were created
based on a close examination of themes in the data by this
experimenter and rating guidelines were written. A second
rater then used the guidelines to place the data in
categories independently. Inter-rater reliabilities of 74%
(benefits) and 80% (risks) were obtained. After rating all
responses independently, both raters caucused and agreed on
final categories for any responses where there had been
initial disagreement.
Results of the thematic analysis of questions 14 and 15
are presented in Table 4 and Table 5. The number of themes
in each response was also noted. From a total of 239
responses to the question about benefits, 130 (54%) subjects
responded with one theme, 78 (33%) with two themes, 26 (11%)
with three themes, and 5 (2%) with four themes. From a
total of 215 responses to the question about risks, 178
(83%) subjects responded with one theme, 3 3 (15%) with two
themes, 2 (1%) with three themes, 1 (0.5%) with four themes,
and 1 (0.5%) with five themes.
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Table 4
Benefits of Counseling Identified by Clip-nt-c;
Benefit n
Solve or deal with problems 52 22%
Gain insight or self-knowledqe 46 M ^ ^
Gain a different perspective 41
-1- / o
Someone to talk to 31 13%
Unspecified/ vague help 22 9%
Organize or clarify thoughts, feelings 17 7%
Feel better, gain peace of mind 16 7%
Decrease stress or anxiety 13 5%
Gain self-confidence or self-esteem 12 5%
Identify problems 12 5%
Express feelings 11 5%
Get through crisis 10 4%
Better mental health (specific
reference to health/ illness model) 9 4%
Personal growth, self-development 9 4%
Receive advice 9 4%
Help making decisions 8 3%
Find direction for life 7 3%
Gain skills or techniques 5 2%
Develop better understanding of others 5 2%
Other 41 17%
Don't know 8 3%
Note. N = 2 39.
^Percentage of subjects who responded to this question.
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Table 5
Risks of Counse ling Idg^ntified bv Clients
Risk n
Bad therapist (general cateqorv) 35 16%
Subcategories of bad therapist:
Poor technique or mistake 11 o
Unspecified 9 4%T O
Unqualified or inexperienced 8 4%
Uncaring or insensitive 5 2%
Imposes own values 3 1%
Bad listener 2 1%
Therapist's problems interfere 2 1%
Abusive or malevolent therapist 2 1%
Unethical behavior 2 1%
Noneffective 29 13%
Makes things worse 26 12%
Gain painful self-knowledge, thoughts af
feelings 19 9%
Bad advice 14 7%
Dependency on therapist 13 6%
Client becomes vulnerable 12 6%
Lack of conf identiality 9 4%
Too much focus on self or problems 5 2%
St i oma 5 2%
other 30 14%
No risk 32 15%
Don't know 21 10%
Note. N = 215.
^Percentage of subjects who responded to this question.
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Client descriptions of the benefits of counseling emphasized
problem-solving, gaining self-knowledge, or gaining a
different perspective; in general, these descriptions
referred to some improvement in functioning. Only 3%
responded "don't know". Descriptions of risks focused on
harmful behavior by the therapist, counseling which is
noneffective, or makes things worse. However, 15% stated
that there are no risks of counseling and 10% responded
"don't know".
Sources of Client Knowledge
Question 16 asked the subject to check off from a list
as many sources for their responses to questions 12-15 as
applied. Results are presented in Table 6.
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Table 6
Sources of Information About, Counseling or Psychotherapy
Source n
Personal experience 184 70%
Your knowledge of the experience of
friends or family 113 43%
Media (newspaper, T.V.
,
movies) 59 23%
Class (readings or lectures) 90 34%
Other readings 50 19%
Work experience 26 10%
Other 18 7%
Note. N = 261.
^Percentage of subjects who responded to this question.
More sub j ects checked "personal experience" as a source
of information (184) than acknowledged prior experience with
counseling (144), suggesting that this category was
interpreted quite broadly. Not surprisingly, subjects with
prior experience in counseling were more likely to check
this category, (1, N = 261) = 53.95, e < .001. There
were also significant differences in gender, with women
acknowledging personal experience as a source of information
about counseling more frequently than men, (1/ M = 261) =
5.92, E < .05.
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Subjects in the two youngest age groups (ages 17-19 and
20-22) were more likely to check the category, "knowledge of
the experience of friends or family" than subjects in the
two older age groups (23-25 and 26-50), (1, N = 261) =
14.90, E < .01.
A significant result was also obtained for the category
"media" when groups were compared on the basis of prior
counseling experience, (l, N = 261) = 7.35, p < .01. The
group with prior counseling experience was less likely to
check this category.
Finally, the category "other" varied significantly with
respect to both gender and prior experience, (1, N = 261)
= 13.74, E < .001, and (1. M = 261) = 5.72, p < .05,
respectively. Men and subjects with no prior experience in
counseling were more likely to check this category. Many of
the subjects who checked this category wrote that they based
their answers on their own ideas, seemingly separate from
the other sources listed.
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CHAPTER V
DISCUSSION AND CONCLUSIONS
This study investigated the informational needs of
college student clients at college counseling centers.
Results suggest that students are interested in a wide range
of information about counseling and that the knowledge they
bring with them may be incomplete.
Importance Ratings
Mean importance ratings for all areas of information
were greater than three, the midpoint of the scale. This
suggests that , overall , clients found all areas important,
although some areas were emphasized more than others. Even
when sites were analyzed separately , all areas were rated
above the midpoint (see Appendix B)
.
Confidentiality policy, benefits of counseling, and
success rate were the three highest rated areas. Client
emphasis on confidentiality indicates that this is an area
of interest and concern and also suggests that clients may
be increasingly aware of the complex nature of these
policies, even if they are not familiar with specific
exceptions. This is consistent with an increasing emphasis
by professionals on explaining information about
confidentiality to clients. One example of this is the
expanded discussion of this topic in the draft of the new
APA Ethics Code (APA, 1991).
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The high ratings for the benefits and success rate of
counseling suggests an emphasis on information about
possible outcomes of counseling, particularly information
about what a client may hope to gain. In contrast,
information about risks of counseling was rated relatively
lower, seventh out of the nine areas. Duration was rated
lowest, but this occurred in a context where services are
free and students have flexible schedules. Duration may be
more important when a fee is charged or when clients must
rearrange work or child care schedules in order to attend
counseling
.
There have been no prior studies of client preferences
concerning the content of counseling or psychotherapy
informational materials. However, results of the present
study are consistent with the results of one medical study
(Faden et al., 1981) which found that patients wanted nearly
twice as many facts about a potential treatment as doctors
predicted they would want.
Of the variables used in the analysis, gender and prior
experience with counseling or psychotherapy seemed to have
the most consistent effect on importance ratings. Women and
experienced clients indicated greater interest in
confidentiality policy, theoretical orientation, and format
of counseling, all areas which might require more
sophistication in order to even understand the importance of
the question. Experienced male clients as well as both
experienced and inexperienced female clients assigned more
importance to information about the duration of counseling
than did inexperienced male clients. Also, women were more
interested than men in the success rate of counseling.
The greater interest demonstrated by women in at least
some areas of information about counseling is not surprising
since women are more likely than men to use mental health
services (Russo, 1985). Thus, women are not only more
likely than men to have experienced counseling or
psychotherapy prior to coming in to the college counseling
center, as seen in this sample, but they also are more
likely to be involved in counseling or psychotherapy in the
future. The greater likelihood that a woman will engage in
counseling or psychotherapy could well contribute to her
greater interest in descriptive information.
The greater interest in information exhibited by
clients with prior experience in counseling or psychotherapy
may be related to the complexities of the field. One
hypothesis is that initial experiences with counseling or
psychotherapy may alert consumers to the complex variety of
services available, which then results in greater interest
in information about the specific services being sought.
In evaluating these differences it is also important to
note that various subgroups exist within the college
counseling population, and these subgroups may be
disproportionately made up of male or female, experienced or
inexperienced clients. For example, some students come in
primarily for assistance with academic or career decision
making (e.g., deciding on a major). For this subgroup,
which was part of the sample at Sites 1 and 2, information
about counseling may be less important since the intended
counseling interaction is brief and not particularly
personal. Information about confidentiality may be much
less important because the student does not imagine
revealing anything confidential. If, as seems possible,
students with no prior experience in counseling make up this
group to a disproportionate extent , their different
situation and needs may contribute to the lesser amount of
interest in information about counseling exhibited by these
clients. There is often overlap between subgroups, though,
as a student may enter counseling with one set of issues,
only to move on to different problem areas as counseling
progresses
•
Format of Information
When students were asked how they preferred to receive
information about counseling, a majority responded that they
preferred both written and verbal (spoken) forms.
Apparently students find this information important enough
to request two different presentations, including a verbal
presentation from an individual counselor which would likely
allow the student to ask clarifying questions.
Knowledge and Expectations
The first question of several questions which examined
students' expectations or knowledge about counseling asked
how many times the client expected to meet with his or her
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counselor. More than half the students responded "don't
know" and about one quarter expected to attend one to three
meetings. Of the remaining group, students with prior
counseling experience were overwhelmingly more likely to
expect counseling to last for 4 or more sessions. This
could reflect past experience or greater sophistication
about counseling. Another possibility is that students with
prior experience in counseling are more likely to have more
serious problems, which also may result in expectations of
longer-term counseling.
When asked about exceptions to complete confidentiality
in the counseling relationship, students demonstrated
incomplete knowledge, identifying on the average only about
half of the relevant exceptions. At Site 1, intake
materials described threats of harm to self or others as a
situation in which a counselor could make an exception to
confidentiality. Students were asked to sign a statement
that they had read the information. Although the secretary
noted that most students completed intake materials before
filling out the questionnaire, one third of the students at
this site still answered this incorrectly. (At Sites 2 and
3 subjects did not read information about confidentiality
immediately prior to completing the questionnaire.) It
appears, then, that in at least some cases students could
not respond correctly immediately after completing intake
materials which provided the correct information.
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Group differences were noted in students' ability to
respond correctly to element c of this question, "your
counselor, in training, discusses your case with a
supervisor". Students who were 26 or older, in a graduate
program, and from a high socioeconomic background were more
likely than other students to respond correctly. However,
only half of this relatively sophisticated group knew this
information. Younger and less sophisticated students, then,
who make up the majority of college counseling clients, have
even greater need of specific information about limits to
confidentiality.
Students also exhibited limited knowledge about the
benefits and risks of counseling. Most subjects who
answered these questions responded with one or two themes to
the question about benefits and with one theme to the
question about risks. The content of their responses were,
in most cases, consistent with the sparse literature in
these areas. Thus, to the limited extent that students do
identify risks and benefits of counseling, they appear to be
relatively accurate.
The largest number of clients defined potential
benefits in terms of solving problems. This is consistent
with the description of the benefits of psychological
services in an APA informational brochure which states that
psychologists can help with life adjustment problems,
behavioral and emotional problems (APA, no date) . The
second largest number of clients described gaining insight
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or self-knowledge as a benefit of counseling, consistent
with the description of benefits by Everstine et al. (1980)
which includes a reference to increased self-understanding
.
There may be a significant difference in focus between those
who want to solve problems and those who want better self-
understanding. Thus, to the extent that a client is
primarily interested in solving problems, a style of therapy
which focuses on self-understanding may be experienced as
ineffective and vice versa. This suggests the importance of
client and counselor coming to a clear understanding about
not only treatment goals but also the proposed means of
achieving those goals.
Other benefits identified by clients also seem to
describe potential positive outcomes of counseling.
Subjects tended to describe benefits in rather general
terms. However, the question was phrased in a general
manner which may have contributed to the general nature of
the responses. It is likely that at least some of the
students who wrote about solving problems had a specific
problem in mind.
The most frequent general theme to appear in responses
to the question about risks was bad or harmful therapist.
Literature on the risks of psychotherapy is sparse, but
discussions of harmful psychotherapists are even more rare,
and it is difficult to know what percentage of negative
experiences with psychotherapy can be attributed to this
cause. The bad therapist theme cannot always clearly be
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separated from other risks of counseling or psychotherapy.
Even the most skilled counselor or psychotherapist is not
able to obtain a successful treatment result in every case
and could potentially be viewed as a bad therapist by at
least a few clients. When subcategories within this theme
are examined, however, more specific harmful behaviors
emerge, many of which have been discussed in the literature.
Within the bad therapist category, the largest number
of responses were placed in the subcategory of poor
technique or mistake. Problems with technique, including
overly rigid technique or misplaced focus, have been
described by several authors in the professional literature
as a source of negative effects in psychotherapy (Grunebaum,
1986; Striano, 1988; Strupp et al., 1977). Other
subcategories, including unqualified or inexperienced
therapist, therapist's problems interfere, and unethical
behavior, describe issues addressed directly by the APA
Ethical Principles (APA, 1981) . The subcategory, therapist
imposes own values, also describes behavior which, in many
situations, would be viewed as unethical (Keith-Spiegel &
Koocher, 1985) . Finally, the remaining categories (uncaring
or insensitive therapist, bad listener, and abusive or
malevolent therapist) have received anecdotal support in
literature about sexually abusive therapists (Brodsky, 1989;
Pope & Bouhoutsos, 1986)
.
Many of the other risks identified by clients have also
been discussed in the literature. Strupp et al. (1977)
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mentioned many of these notions, including the possibility
that therapy will not be effective or will make things
worse. Potential negative effects related to excessive
dependency on the therapist have been discussed by several
authors (Grunebaum, 1986; Striano, 1988; Strupp et al.,
1977) . Lack of confidentiality has been discussed at more
length because of the controversy related to laws and legal
precedents requiring therapists to disclose (e.g. , Everstine
et al., 1980; Noll, 1981). Gaining painful self-knowledge,
thoughts, or feelings was identified as a risk by clients;
this has been described in the literature as a side-effect
of therapy rather than an ongoing negative effect (Crown,
1983). Becoming vulnerable, identified as a risk by
clients, could also be viewed as a side effect and could
potentially have positive or negative effects.
The risk of important relationships changing has been
included in discussions of contents for client informational
materials (Hare-Mustin et al., 1979; Kachorek, 1990; Levine
et al., 1983). This risk has been discussed in more detail
in the literature, particularly with respect to potential
negative effects of individual therapy on a client's
marriage (Hurvitz, 1967; Phillips, 1983; Wilcoxon, 1986).
Subjects did not identify this as a risk, suggesting that
students may be unaware of the potential risk of changes in
important relationships as a result of counseling or
psychotherapy
.
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Finally, one quarter of the sample could not identify
any risks (10%) or believed that there are no risks (15%).
This finding seriously challenges the notion that consumers
are aware of basic information about counseling or
psychotherapy and that informed consent may therefore be
presumed by participation. Instead, it appears that
knowledge in the area of risks of counseling or
psychotherapy is incomplete for many clients and entirely
lacking for others.
Sources of Client Knowledge
Students acknowledged a wide range of sources for their
information about counseling. The category of personal
experience appears to have been interpreted broadly
,
since
more subjects checked this category than acknowledged prior
experience with counseling. Women and those with prior
experience were more likely to acknowledge personal
experience as a source, consistent with above-noted gender
differences with respect to therapy and also consistent with
the rather redundant notion that people with prior
experience are most likely to base their knowledge of
counseling on that experience.
The two most frequently checked categories (personal
experience and knowledge of the experience of friends or
family) might tend to provide informal and subjective
knowledge of counseling or psychotherapy. In contrast, some
of the less frequently checked sources (e.g., class or
readings) might tend to provide more objective information.
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Subjective sources relied on by the majority of students may
be highly informative but less complete than more formal
presentations about counseling or psychotherapy. Thus,
clinicians can not assume that students who appear
knowledgeable about counseling are familiar with all
relevant details.
Clinician Attitudes
Although students indicated interest in many areas of
information about counseling, some clinicians contacted in
the process of seeking research sites indicated concern that
raising these issues with students might be harmful. Eight
sites were contacted about this research, and responses
varied widely, including some counseling center directors
who expressed primarily acceptance and support of the idea.
Of those who declined to participate, their reluctance to
implement research with first time clients is
understandable. However, the reasons given by some of these
clinicians for their refusal to participate appeared to be
directly related to the content of the questionnaire. They
expressed concern that this research was potentially harmful
to clients because the content of the questionnaire might be
upsetting by leading clients to think about issues such as
the risks of counseling. These concerns are consistent with
those described in the literature, although it should be
noted that the questionnaire contained no actual information
about counseling — it only listed topics and asked about
current student knowledge. When it was pointed out that the
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research, already in progress, had provoked no such
difficulties, there was no change in attitude. Clinician
reluctance to examine this topic, when it exists, appears to
be related to strongly held and perhaps somewhat inflexible
beliefs
.
Strengths of the Study
Results of this study begin to define consumer preferences
concerning informed consent and client informational
materials in counseling and psychotherapy. Since client
rights are at the center of much of the debate in this area,
client preferences are an essential addition to the current
understanding of this issue.
The timing of the administration of the questionnaire
to coincide with the client's intake session is another
strength of the study. This is precisely the time when
client informational materials are most likely to be
presented to the client. Preferences and needs of clients
at this point in the process may be different from
preferences and needs at other times. Thus, results of the
current study bear quite specifically on the needs of
incoming clients.
In addition, the brief examination of client knowledge
about counseling and psychotherapy indicated that this
knowledge is incomplete, further establishing the need for
continued attention to this topic.
Finally, a relatively large sample was obtained which
incorporated clients from three college counseling sites.
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This should provide some assurance of the generalizability
of the results.
Limitations of the Study
Generalization of the results of this study is limited by
the characteristics of the sample. This sample was gathered
entirely in the Northeast, from three institutions which are
not fully representative of the college population. Also,
subjects were self-selected from the group of all students
entering counseling and the characteristics of those who did
not choose to respond are unknown. Finally, the sample was
largely White and does not adequately reflect the opinions
of students from other races or ethnic groups.
Also
,
group differences could not be explored as fully
as was hoped. Because this was exploratory research rather
than a design with the specific goal of examining group
differences, possible group comparisons were limited by the
numbers of students with various characteristics who chose
to respond. If specific group differences were to be
investigated in the future (e.g., according to major or
according to institution) , the research design would need to
be structured to control other variables in order to
facilitate these comparisons.
Another limitation involves interpretation of the
results. This is questionnaire data which asks people to
state what kinds of information they think they would find
important as they enter counseling. Thus, subjects were
asked to predict what they would consider important without
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having an opportunity to react to the actual content or
format of descriptive information about counseling.
Conclusions and Implications for Interventions
Results of this study indicate that college student clients
who are considering entering counseling or psychotherapy are
interested in moderate to high levels of information about
many aspects of these services. This data should not stand
on its own in defining informed consent or client
information procedures, but should be integrated with
clinical, ethical and legal considerations in determining
the form and content of such procedures. It should be noted
that, because this study used sites where services are free,
students were not asked to rate the importance of
information about fees. However, it would be essential to
include a detailed explanation of all policies concerning
fees and insurance payments when there is a charge for
services.
College students utilize a wide range of sources of
information to learn about counseling and psychotherapy.
Even so, their understanding of the limitations of
confidentiality and the benefits and risks of counseling and
psychotherapy is incomplete. Also, many students do not
know what to expect concerning the duration of counseling.
This emphasizes the importance of including these topics in
informational materials and presenting them in a fashion
which is interesting and readable.
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The need to provide clients with information about
counseling or psychotherapy must be balanced against the
need to avoid overwhelming or causing further distress to
beginning clients. Materials must be written with honesty,
care, and tact, particularly when discussing potentially
frightening areas such as the risks of psychotherapy.
In this study, the risk identified most frequently by
clients was "bad therapist". Given that this is a concern
for some clients, it should be dealt with in informational
materials. However, an agency form which describes the risk
that a client will be assigned a harmful therapist is
difficult to imagine; including this on the form of an
individual private practitioner seems even more absurd. A
more effective way of dealing with this concern might
include a statement about appropriate counselor or therapist
behavior and also information about what step to take if a
client experiences unresolvable dissatisfaction with their
counselor or therapist. Thus, for example, a form could
note that sexual contact between counselor and client is
never appropriate. The inclusion of some sort of grievance
procedure in client informational materials has been
suggested in the past (Hare-Mustin et al., 1979; Levine et
al., 1983). An extensive description of a grievance
procedure could prove frightening to clients. However, a
brief statement may educate the client about constructive
options to pursue should a seemingly unresolvable conflict
arise with the therapist (e.g., consultation with another
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professional)
,
and may also decrease the isolation and
helplessness experienced by the client should an abusive
situation occur.
Finally, clients appear to prefer receiving the
information in written form and also in a discussion with
their counselor. This suggests that counselors may need to
adjust some of their own expectations about first sessions
in order to create time for such a discussion to take place.
Implications for Future Research
Results of this exploratory study suggest directions
for future practice but also point to several questions
which remain unanswered. Students who participated in the
current study were largely White; would students from other
ethnic and racial backgrounds respond differently? Also,
would clients have different responses in other settings
such as schools, community agencies, health maintenance
organizations, or private practice?
Since the current study investigated only a subject's
prediction about the types of information he or she would
consider important, an essential area for further research
is actual client reactions to different content areas and
formats of client informational materials. Finally, content
areas including client experience of the benefits and risks
of therapy require further research in order to present
accurate information to clients.
87
APPENDIX A
QUESTIONNAIRE
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Dear Student:
This questionnaire asks about the preferences of college students
as consumers of counseling or psychotherapy. We are particularlyinterested in looking at what kinds of information students would findhelpful as they consider entering counseling or psychotherapy. Thequestionnaire takes 5-10 minutes to complete.
This study has been designed by a doctoral student as part ofdissertation research. Results will be used to make suggestions about
informational materials for your college counseling center.
Your participation in this study is strictly voluntary. If you do
choose to participate, your responses will be completely confidential;
your name is not requested. Please place this form, completed or not,
in the box in the waiting area before you leave.
THANK YOU I
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COUNSELING CONSUMER QUESTIONNAIRE
1
. Age
2. Male Female
3. Year in school: Freshman Sophomore Junior
Senior Graduate student
4. Race/ethnic background: Asian Black Cape Verdean
Hispanic Native American White
Other (please specify)
5
• Mother ' s occupation
6
.
Father ' s occupation
7. Your college major
8. Have you ever been in counseling or psychotherapy (i,e. seen a
psychologist, social worker, mental health counselor, family therapist,
trained pastoral counselor, or psychiatrist, but not including an
academic advisor or regular minister, priest, or rabbi)?
Yes No (if answer was No, skip to #9)
8a. Approximate number of counseling or psychotherapy sessions
8b. Type of therapy: Individual Family Group
8c, Counselor or therapist was seen:
in private practice
at community agency
at college (counseling or mental health services)
other (please explain:
8d. How helpful did you find your experience with counseling or
psychotherapy?
1 2 3 4 5
not helpful very helpful
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Questions 9-11 ask about the types of information which would be helpfulto you as you enter counseling or psychotherapy.
9. How important would the following types of information be to you?
not very
.
important important
a. confidentiality policy 12 3 4 5(i.e. what your counselor can or cannot reveal to others about
what you have discussed)
b. theoretical orientation of 12 3 4 5
counselor (e.g. behavioral, client-centered, psychodynamic,
etc. )
c. format of counseling/ 12 3 4 5
psychotherapy (i.e. what you and the counselor will actually do
together)
d. your counselor's training/ 12 3 4 5
experience
e. approximate duration 12 3 4 5
f
.
potential benefits 12 3 4 5
g. potential risks or negative 12 3 4 5
effects
h. alternative forms of help 12 3 4 5
i
.
success rate 12 3 4 5
10. What other types of information would be helpful?
11. Would you prefer to receive the information:
in written materials
in a discussion with your counselor
in both written and verbal (spoken) form
Questions 12-16 ask about your current knowledge of counseling or
psychotherapy
.
12. How many times do you expect to meet with your counselor?
1-3 meetings more than 10
meetings
4-10 meetings don't know
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13. In general, what you discuss with your counselor is confidential-your counselor does not reveal it to others. circle any of thefollowing special circumstances under which you believe that your
counselor would reveal to others what you had discussed.
a. a court requires your counselor to testify under oath
b. you threaten to harm yourself or others
c. your counselor, in training, discusses your case with a
supervisor
d. you discuss incidents of child abuse
e. there are no special circumstances under which confidentiality
is limited
14. In your opinion, what are the potential benefits of counseling or
psychotherapy?
15. In your opinion, what are the potential risks of counseling or
psychotherapy?
16 . What were your sources for your responses to questions 12-15? Check
as many as apply.
personal experience
your knowledge of the experience of friends or family
media (newspaper, T.V., movies)
class (readings or lectures)
other readings
work experience
other:
THANK YOU VERY MUCH FOR YOUR PARTICIPATION!!!
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APPENDIX B
SITE DATA
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Table 7
Descriptive Data (by Site^
Characteristic Site 1 Site 2 Site 3
Total subjects
Men
Women
Mean age
Age group
17-19
20-22
23-25
26-50
Year in school
Freshman
Sophomore
Junior
Senior
Graduate student
Other
Unspecified
Major
Education
Engineering
Food and Natural Resources
Humanities and Fine Arts
Interdisciplinary
Natural Sciences and Mathematics
Business Administration
Social and Behavioral Sciences
Undecided
Unknown
Ethnicity
Asian
Black
Hispanic
White
Other
SES
Low
Medium
High
Unknown
206 60 31
75 1 U o f 39
^
u J T>
^
7
( Z J* )
131^ ^ ^ { 64% \ 21 ^ 3 R% \
^ J J -B ; 94 / 7 73: \
22 •J 2 1 1X 9 9 o
59 ( 29%
)
20 ( 33%
)
11X X r 36% ^
95 (46%) 31 (52%) 13 (42%)
27 ( 13^ 6 ( 10% 2 { 6% \
25 (12%) 3 (5%) 5 (16%)
32 ( 14 ( 23% 13 ( 42%
)
51 (25%) 8 ( 5 { 16% ^
58 ( 28% 15 ( 25% ^ 11X X { 36% ^
43 / 2 1% ^ 15 f 2 5% ^ 9 / 6% ^
14 / 7% ^ 8 f 13% ) 0 f 0% ^
0 ( 0% ^ 0 ^ 0% ^
f 2% ^ 0 ^ 0% ^ 0 ^ 0% ^
9 (4%) 0 (0%) 6 (19%)
17 i 8% ^ 31 ( 52%
)
0 ( 0% )
17 / 8% \ 0 ( 0%
)
0 ( 0%
)
34 / 17% \ 0 ( 0% 2 ( 6%
2 ( 1% ) 1 ( 1% ) 1 ( 3%
27 (13%) 19 (32%) 4 (13%)
9 ^ 4% \ 3 ( 5% 8 (26%
)
46 (22%) 3 (5%) 8 (26%)
39 M 9% ^ 0 ( 0% 2 ( 6%
^ 3% ^ 3 { 5% ) 0 ( 0%
8 (4%) 8 (13%) 0 (0%)
5 (2%) 4 (7%) 0 (0%)
12 (6%) 4 (7%) 0 (0%)
179 (87%) 43 (72%) 31 (100%)
2 (1%) 1 (1%) 0 (0%)
44 (21%) 13 (22%) 13 (42%)
58 (28%) 16 (27%) 5 (16%)
61 (30%) 17 (28%) 7 (23%)
43 (21%) 14 (23%) 6 (19%)
Continued, next page
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Table 7, continued
Characteristic
Prior Experience
Yes
1-3 sessions
4-10 sessions
11 sessions - 1 year
more than 1 year
Modality
Individual
Family
Group
Where seen
Private practice
Community clinic
College
Other
Mean helpfulness of prior
experience ( 5-point scale)
Site 1 Site 2 Site 3
100 (49%) 40 (67%) 13 (42%)
106 (51%) 20 (33%) 18 (58%)
23 5 1
27 7 4
31 6 5
13 1 4
102 18 14
32 3 5
13 1 4
62 9 13
17 4 3
49 11 4
8 1 1
3,53 3.25 3.39
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Table 8
Mean Importance Ratings fS-point scale) (by Site^
Type of Information Mean Rating
Site 1 Site 2 Site 3
Confidentiality policy 4. 51 4. 58 4. 65
Theoretical orientation of counselor 3
.
81 3
.
45 4. 10
Format of counseling/psychotherapy 4. 31 3. 88 4. 37
Your counselor's training/experience 4. 37 4. 20 4. 23
Approximate duration 3. 56 3. 22 3. 27
Potential benefits 4. 52 4. 48 4. 43
Potential risks or negative effects 3. 97 3. 58 3. 93
Alternative forms of help 4. 10 3. 71 3. 87
Success rate 4. 49 3 . 83 4. 66
96
0)
•H
CO
>
0)
rH
u
m
c
-H
O
Q
I
0)
o
c
0)
0)
o
w
T3
C
d
Q)
TJ
C
Q)
O
>
U
c
-H
fd
0)
O
c
-p
o
o
a)
c
c 2:
Q)
X X3
QJ
n U
0) C
u 0)
c •H
0) J-)
•H QJ
l-( Q4
0) X
a 0)
c
w M
c
Q)
c e
0) 0
e
o
15 -o
QJ
TJ U
0) C
u Q)
c
0)
-H Q)
0) X
cu 0)
X c
Cx4
c
o
•H
-P
e
o
o
0)
4J
•H
CO
CM
Q)
-p
0)
-P
•H
CO
00 00 00 00 00 00 00 00 000(N O'^ 00 00 00 LOO LDO
in in
o o
r-- 00
^ 00
00
CO 00
in ^
o o
o o
in ^
ro in
rn CM
in rj»
iH o
ro O O 0000 ro
in ^
in o
r- o
CO vo
00 00
rn CM ro ro
O CN ro
^ if) CN CN
ro ro
O O
'^f ro
ro O
00 ^
ro ro
O 00
ro
00 CM o
CN ro
CM ^ 00 ro
ro
^ ro
O OO O
ro '^r
cr» o
ro ro
O O
o
^ o
CN ro
O O
00 ^
ro ro
O O
O CN
ro ro ro ^
Ch 00
CM CT»
CN CM 00 ro
00 CT»
CTt in
in in
CN 00 iH
.H 00 CN 00
^ m
in ro
O 00
ro CN ^ ro ^ ro
o\ cr> ro
^ 00 o
ro ro
00 o
ro ^ ^ "^J*
U Q)
0 UH c
Q) cx QJ
0) cd M
C M U
QJ QJ
0 -C 0^
u P X
0 Q)
M-l x:
0 u cn
>i c
c cn H
0 c
u •H \
•H
-P cn
rH fd C
0 P -P
C rH
Q) QJ
>1 Dl
4J C
0 0H 0 .H
.H u QJ
•H CO
4-) U C
C •H 0
Q) -P 0
Ti QJ -p u
•H U
M-l 0 e u
C QJ
0 x: 0 0
0 H
o in
CO r-
cn ro
00 in
ro ro
o o
ro
in
^ in
U)
-P
U
fe
6r
Q)
>
a
-P rH
fd Q)
QJ
c C 4-1
0 0
•H cn Vh
-p 0 in
<d e
u cn
0) 0
T3 c cn
QJQJ
QJ XI QJ -P
> fd
(d .-1 •H IH
e fd fd -P
-H -H fd cn
X -P 4-) C cn
0 C c n QJ
u QJ Q) QJ u
Q4 4-> -P -P u
0 0 rH
< CU < CO
97
Table 10
Client Knowledge of Exceptions to Confidentiality (bv Site)
Item ( correct answer ) n correct ( %^
)
Site 1 Site 2 Site 3
CL • a court requ ires your counselor 82 ( 44%
)
32 (55%
)
13 (48%)
to testify under oath ( yes
)
b. you threaten to harm yourself 126 (67%) 47 (81%) 22 (81%)
or others (yes)
c. your counselor, in training. 86 (46%) 21 (36%) 8 (30%)
discus ses your case with a
supeirvisoir (yes)
d. you discuss incidents of child 64 (34%) 22 ( 38% ) 13 (48%)
abuse (yes)
e. there are no special circumstances 157 (84%) 53 (91%) 26 (96%)
under which confidentiality is
limited (no)
Note, For Site 1, n = 187; for Site 2, n = 58; for Site 3, n = 27.
^Percentage of subjects who responded to this question.
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Table 11
Benefit s of Counseling Identified bv Clients (by Site^
Benefit
ri (%^^
Site 1 Site 2 Site 3
Solve or deal with problems 33 (20%) 14 (26%) 5 (20%)
Gain insight or self-knowledge 33 (20%) 10 (19%) 3 (12%)
Gain a different perspective 27 ( 17%) 11 (21%) 3 ( 12%)
Someone to talk to 24 ( 15%) 2 (4%) 5 (20%)
Unspecified/vague help 12 (7%) 8 (15%) 2 (8%)
Organize or clarify 14 (9%) 2 (4%) 1 (4%)
thoughts, feelings
Feel better, gain peace of mind 12 (7%) 3 (6%) 1 (4%)
Decrease stress or anxiety 8 (5%) 3 (6%) 2 (8%)
Gain self-confidence or 8 (5%) 3 (6%) 1 ( 4% )
self-esteem
Identify problems 6 (4%) 3 (6%) 3 (12%)
Express feelings 9 (6%) 1 (2%) 1 (4%)
Get through crisis 9 (6%) 1 (4%)
Better mental health (specific 8 (5%) 1 (2%)
reference to health/illness
model
)
Personal growth, self-development 8 (5%) 1 (2%)
Receive advice 7 (4%) 2 (8%)
Help making decisions 7 (4%) 1 (2%)
Find direction for life 6 (4%) 1 (2%)
Gain skills or techniques 5 (3%)
Develop better understanding 5 (3%)
of others
Other 29 (18%) 8 (15%) 4 (16%)
Don ' t know 5 (3%) 1 (2%) 2 (8%)
Note. For Site 1, n = 161; for Site 2, n = 53; for Site 3, n =25.
^Percentage of subjects who responded to this question.
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Table 12
Risks o f Counseling Identified by Clients (by Site^
Risk n
Site 1 Site 2 Site 3
Bad therapist (general category) 29 (19%) 5 (11%) 1 (5%)
Subcategories of bad therapist:
Poor technique or mistake 10 (7%) 1 (2%)
Unspecified 6 (4%) 2 (4%) 1 (5%)
Unqualified or inexperienced 8 (5%)
Uncaring or insensitive 4 (3%) 1 (2%)
Imposes own values 1 (1%) 2 (4%)
Bad listener 2 (1%)
Therapist's problems interfere 2 (1%)
Abusive or malevolent therapist 2 (1%)
Unethical behavior 2 (1%)
Noneffective 22 ( 15%) 7 (16%)
Makes things worse 15 (10%) 6 (13%) 5 (26%)
Gain painful self-knowledge, 15 (10%) 3 (7%) 1 (5%)
thoughts, feelings
Bad advice 10 (7%) 3 (7%) 1 (5%)
Dependency on therapist 13 (9%)
Client becomes vulnerable 7 (5%) 4 (9%) 1 (5%)
Lack of confidentiality 6 (4%) 1 (2%) 2 (11%)
Too much focus on self or 4 (3%) 1 (2%)
problems
Stigma 4 (3%) 1 (2%)
Other 16 ( 11%) 10 (22%) 4 (21%)
No risk 21 (14%) 8 (18%) 3 (16%)
Don ' t know 15 (10%) 3 (7%) 3 (16%)
Note. For Site 1, n = 151; for Site 2, n = 45; for Site 3, n = 19.
^Percentage of subjects who responded to this question.
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Table 13
Sources of Information About Counseling or Psvchotherf^py
(
hy
Site)
Source n(%^^
Site 1 Site 2 Site 3
Personal experience 130 (74%) 34 (59%) 20 (74%)
Knowledge of the experience 73 (41%) 26 (45%) 14 (52%)
of friends or family
Media (newspaper, T.V., movies) 38 (22%) 15 (26%) 6 (22%)
Class (readings or lectures) 58 (33%) 22 ( 38% ) 10 (37%)
Other readings 34 (19%) 9 (16%) 7 (26%)
Work experience 17 (10%) 5 (9%) 4 (15%)
Other 7 (4%) 10 (17%) 1 (4%)
Note. For Site 1. n = 175; for Site 2, n = 58; for Site 3, n = :27.
^Percentage of subjects who responded to this question.
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